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; aS ; welcome relief of spasm and pain is continuously re- 
ported in functional G-I disorders, such as irritable, 


spastic colon syndrome; peptic ulcer; biliary dyskinesia; pylorospasm; and infant colic. 


sure 


relief can be expected... even in patients where other antispasmodics have failed.** 


GC dual antispasmodic action is specific to the 
G-I tract. Spasm pain is relieved by direct 


relaxation of the smooth muscle and postganglionic parasympathetic nerve blockage. 
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IN THREATENED 
OR HABITUAL ABORTION... 
MORE FULL TERM PREGNANCIES... 


«+. SIMULATES CorRPUS LUTEUM HORMONES, thereby 
«+» SUPPORTS THE ENDOMETRIUM, hence 
«++» SUSTAINS FETAL LIFE 


Enovid, through its pronounced progesterone-like action and its 
lesser estrogenic action, enhanced by the addition of ethynylestradiol 
3-methyl ether, mimics the action of the corpus luteum hormones. 

In threatened abortion, due to an endocrine failure to support the 
hypertrophied endometrium of ‘pregnancy, the potent progesterone- 
like activity of Enovid is of value. 

In habitual abortion, resulting from inadequate corpus luteum 
activity, Enovid supports the decidual endometrium and therefore 
encourages continuation of the pregnancy. 

Each 10-mg. tablet of Enovid contains 9.85 mg. of norethynodrel, 
a new synthetic steroid, and 0.15 mg. of ethynylestradiol 3-methyl 
ether. 
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DOSAGE IN 
THREATENED ABORTION 


Two or three tablets daily on appear- 
ance of symptoms. This dosage may be 
reduced to one or two tablets daily 
when symptoms disappear. The reduced 
dosage should be continued to term 
and an increased dose given if symp- 
toms reappear. 


DOSAGE IN 
HABITUAL ABORTION 


One or two tablets daily as soon as 
pregnancy is diagnosed and continued 
without interruption at least through 
the fifth month. Enovid may be safely 
continued to term if desired. 


ENOV ID Oral Synthetic Endometropin 


(brand of thynodrel with ethynyl 


diol 3-methy! ether) 
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A tiny tablet of REDISOL to stimulate the appetite — 
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PUBLISHER'S MEMO 


Tue InrorMATION FouNDATION is always pass- 
ing along interesting little items, blended with fasci- 
nating facts and figures. Some of these seem to be of 
more than passing interest to GP readers. 

For example, the public spent $3 billion for health 
and medical care items in 1929 and $15 billion for the 
same items in 1957 (apparently they’re still adding up 
1958). There were more of us to get sick in 1957 but 
the population didn’t quintuple in 18 years. 

Per capita costs would paint a more realistic picture 
and again, the HIF obliges. These costs, we find, have 
more than tripled—jumping from $24 in 1929 to $89 
in 1957. Even if we adjust for the inflationary spiral, 
it’s still obvious that more dollars are being spent for 
health and medical care. Where is the money going? 
Who’s getting rich? 

There’s a simple answer. Nobody’s getting rich. In- 
stead, people are simply buying better medical care. A 
Cadillac costs more than a Ford. They're enjoying 
health, circa 1957, and they can’t expect to pay 1929 
rates. If there’s been a disproportionate increase, within 
the family, it’s been in hospital care costs. These were 
fourth on the list in 1929 and first in 1957 (climbing 
to almost 26 cents out of every dollar). 

All of this is good—and bad. It’s good if you think 
in terms of health care quality, bad if you remember 
that most people don’t like to spend money on doc- 
tors, drugs and hospitals. The same citizen who bought 
a car for $700 in 1929 now pays more than $3,000 for 
a newer, fancier model. But he doesn’t like to part 
with $89 (instead of $24) for health and medical care. 

As we’ve pointed out before, there’s a real and con- 
tinuing need for more public education. Too many 
people don’t know that they’re getting what amounts 
to an $89 bargain. If anyone’s in a position to show 
that this is true, it’s the practicing physician. 

We hope that information distributed by the Health 
Information Foundation, and other able agencies, is 
reaching the consumer. He’s the individual, in any 
final analysis, who’s being asked to pay the bill. 

—M.F.C. 
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Significant Events 


Walsh and Bratt 
Win New Posts 


Directors Elect 
Ritt Treasurer 


Lester To Head AMA 
Washington Office 


> While San Franciscans concerned themselves with distant 
earthquakes and sonic "booms," 6,143 doctors and guests 
attended the Academy's llth Annual Scientific Assembly. 
The registration total included 3,059 physicians. 

After acting on more than 30 resolutions, the Academy's 
policy-making Congress of Delegates handed the president— 
elect assignment to Dr. John G. Walsh, Sacramento, Calif. 
Dr. Walsh, who completed his term as chairman of the Board, 
will be inaugurated next March at the Philadelphia Assembly. 

Dual honors went to Dr. Floyd C. Bratt, Rochester, N.Y. , 
Delegates elected Dr. Bratt vice president of the Academy 
and he was subsequently elected chairman of the Board. 

The three new Board members hail from Massachusetts, Ohio 
and Washington. They are Drs. Daniel M. Rogers, Wenhan, 
Mass., Herbert W. Salter, Cleveland, Ohio, and John 0. 
Milligan, Seattle, Wash. 5 

Dr. James D. Murphy, Ft. Worth, Tex., was elected to serve 
a fifth term as speaker of the Congress of Delegates. The 
new vice speaker is Dr. Carroll L. Witten, Louisville, Ky. 


inauguration ceremonies Wednesday night, Academy Presi- 
dent Holland T. Jackson, Ft. Worth, Tex., handed the AAGP . 


gavel to Dr. Fount Richardson, Fayetteville, Ark. 


> Dr. Albert E. Ritt, St. Paul, Minn., will serve a third 
term as _ treasurer of the Academy. Dr. Ritt will also serve 
on the Executive Committee with Drs. Bratt, Walsh and Norman 
H. Booher, Indianapolis, Ind. The Board also made Dr. 
Richardson an ex officio member of the Executive Committee. 

The four commission chairmen were also appointed by the 
Board. They are Drs. Paul S. Read, Omaha, Neb. (Legislation 
and Public Policy); John P. Lindsay, Nashville, Tenn. 
(Education); James M. Perkins, Denver, Colo. (Hospitals) 
and Norman R. Booher (Membership and Credentials). The 
Board will meet in June to fill commission vacancies and 
appoint committee members. 


For a full report on the Assembly, see the special 12—page 
insert starting opposite page 228. 


> Dr. Roy T. Lester, a Dallas physician who has headed the 
Texas Blue Cross—Blue Shield program for the last five 


years, is the new manager of the AMA's Washington legisla— 
tive office. Lester, 43, will take over the post recently 
vacated by Edwin Patterson. The new manager is a Tulane 
University graduate and a board-certified surgeon. 
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State Medical Society 
Fights Hospital Bill 


» George Meany, president of the AFL-CIO, and Representative 
Aime J. Forand (D-R.I.) have endorsed HEW Secretary Arthur 
S. Flemming's report on the economics of medical and hospi- 


tal care for social security recipients. One Washington 
source terms Flemming's report "warmly sympathetic to the 


principle of government aid." 


Meany points out that the report "cuts through the fog of 


poisonous misinformation with which opponents have attempted 
to choke the Forand bill." Forand adds that the Flemming 


report "confirms the need for Federal action to meet the 
health problems of the aged." 


As_ mentioned in GP many months ago, Secretary Flemming 


might be persuaded to "accept" the Republican nomination for 
vice president. With this in mind and an eye on the labor 


vote, Flemming must appear to look with favor on some form 
of compulsory health insurance. 


> An acute shortage of cash may force the Navy to scuttle 
its Medicare program. Assistant Secretary of Defense Richard 
Jackson points out that unless Congress comes up with more 
money, "we will have to drastically reduce the medical care 
now afforded Navy dependents." 

Meanwhile, Representative Melvin Price (D-Ill.) has intro- 
duced a bill to add dental care to the Medicare program. 
So we have the Navy, now plagued by both missile and Medi- 
care problems, competing for the same dollars Price wants to 
spend on faulty dentures! 


> Ohio medical and hospital association leaders have joined 
hands to fight a bill that would open Ohio county hospitals 


to almost any licensed physician practicing in the area. The 
bill was introduced by Frank W. King, Toledo, Democratic 
majority leader in the Ohio Senate. 

King has spent years sniping at organized medicine and 
fighting battles for Dr. Louis T. O'Desky, a Toledo war 
veteran. O'Desky's local society membership application has 
not been approved on the grounds that he (1) did not gradu- 
ate from an approved medical school and (2) did not fulfill 
internship and residency requirements in an accredited 
hospital. 

Charles S. Nelson, executive secretary of the Ohio State 
Medical Society, said the bill "would wreck about 400 
accredited hospitals in Ohio." Dr. Kenneth M. Babcock, 
secretary of the Joint Commission on Accreditation of Hos-— 
pitals, added that such a law would be "very wrong and 
almost wicked." 

Members of the OSMA council point out that hospitals are 
legally responsible if "due care" is not exercised and 
should therefore be allowed to pass on staff membership 
applications. -M.F.C. 


Meany, Forand OK 
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Secretary-Treasurer: JoHn D. Denison, M.D., 105 Brunswick 
Ave., Gardiner 


Maryland. President: J. Roy Guyruer, M.D., Mechanicsville; 
Secretary: Cuartes P. Crimy, M.D., 2722 E. Monument St., 
Baltimore: Executive Secretary: Mr. J. WiscorTt, 
3722 Greenmount Ave., Baltimore 18 


Massachusetts. President: Burron F. Evprr, M.D., 269 Main St., 
Hingham; Secretary: Cuartes W. Srratron, M.D., 2 Park 
St., Lee 


Michigan. President: Crank W. Royer, M.D., 1331 W. Michigan 
Ave., Battle Creek; Executive Secretary: E. CLarxson Lone, 
M.D., 2626 Rochester Ave., Detroit 6 


Minnesota. President: Joun G. LOHMANN, M.D., Pipestone Na- 
tional Bank Bldg., Pipestone; Secretary-Treasurer: Paut W. 
Linner, M.D., Medical Arts Bldg., Minneapolis; Executive 
Secretary: James A. Brake, M.D., 15 9th Ave. S., Hopkins 


Mississippi. President: Appison T. Tatum, M.D., Box 648, Petal; 
Secretary-Treasurer: Joun Roy Bane, M.D., 4513 Highway 80 
W., Jackson 4; Executive Secretary: Miss Louise Lacey, 
Box 1435, Jackson 
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Missouri. President: P. V. Smcet, M.D., Smithton; Secretary- 
Treasurer: JOHN F. Peart, M.D., St. Clair; Executive Secretary : 
Mr. RayMonp McIntyre, 622 Missouri Theatre Bldg., St. Louis 


Montana. President: Amos R. Lirrie, M.D., 555 Fuller Ave., 
Helena; Secretary-Treasurer: VERNON D. STANDISH, M.D., 
127 McLeod, Big Timber 


Nebraska. President: CHartes M. Murpuy, M.p., 5901 Military 
Ave., Omaha; Secretary-Treasurer: Joun A. Brown, III, m.p., 
113 N. 11th St., Lincoln; Executive Secretary: Mrs. ALETHA 
E. Kos, 113 N. 11th St., Lincoln 


Nevada. President: RopertT V. BROADBENT, M.D., 190 Mill St., 
Reno: Secretary-Treasurer: RicHarp C. SHERETZ, M.D., 508 
Humboldt St., Reno 


New Hampshire. President: ADRIAN MARSHALL, M.D., 43 Main St., 
Meredith; Secretary: F. Putnam, M.D., Lyme; 
Executive Secretary: Mr. Hamitton Putnam, 18 School St., 
Concord 


New Jersey. President: Cartes H. Catvin, M.p., 80 Commerce 
St., Perth Amboy; Secretary: PuHmir R. D’Amspota, M.D., 21 
S. 6th St., Harrison; Executive Secretary: Mr. Artruur R. 
ELLENBERGER, 120 Halstead St., East Orange 


New Mexico. President: WenpeLL Hunt Peacock, M.D., 111 N. 
Orchard, Farmington; Secretary-Treasurer: Freperick R. 
Brown, M.D., 207 N. Union, Roswell 


New York. President: Grecory A. GaLvIN, M.D., 401 W. State 
St., Ithaca; Secretary-Treasurer: Raymonp S. 
M.D., 84 Main St., Binghamton 


North Carolina. President: Cuartes H. Pucu, M.p., Torrence 
Bldg., Gastonia; Secretary-Treasurer: Joun R. BENDER, M.D., 
Nissen Bldg., Winston-Salem 


North Dakota. President: Davin G. JAEHNING, M.D., 403 N. 7th 
St., Wahpeton; Secretary-Treasurer: RicuarD DePuy Nirrt- 
ING, M.D., 401 3rd St., S.E., Box 951, Jamestown 


Ohio. President: Cuartes R. MARLOWE, M.D., 1833 Broadway, 
Toledo 9; Executive Secretary: Mr. Ropert Witson, 1500 
W. 3rd Ave., Columbus 


Oklahoma. President: RoGer Rem, M.D., 1001 15th Ave., N.W., 
Ardmore; Secretary-Treasurer: ARNOLD G. NELSON, M.D., 
Box 5646, Midwest City; Executive Secretary: Mrs. OrENE 
Ramsey, Box 9696, Shartel Station, Oklahoma City 


Oregon. President: Ropert H. Tinker, M.D., 1420 N. Ainsworth, 
Portland; Executive Secretary: Mrs. ANNA Payne, 4942 
Northeast 34th Ave., Portland 11 


Pennsylvania. President: Georce A. ROWLAND, M.D., Box 117, 
Millville: Secretary-Treasurer: Horace W. EsHBach, M.D., 
4450 State Rd., Drexel Hill 


Puerto Rico. President: FERNANDO VALLECILLO, JR., M.D., 1116 
Ponce de Leon Ave., Rio Piedras; Secretary-Treasurer: 
Raveu J. Lum, Jr., M.p., 601 Avenue Miramar, Santurce 10 


Rhode island. President: ALPHONSE R. Carpi, M.D., 1303 Crans- 
ton St., Cranston; Secretary-Treasurer: RIcHARD J. KRAEMER, 
M.D.. 2907 Post Rd., Greenwood P.O., Warwick 


GP Way 1959 15 


South Carolina. President: I. Ripon Wuson, JRr., M.D., 298 Meet- 
ing St., Charleston; Secretary-Treasurer: Horace M. Wurr- 
WwoRTH, M.D., 301 E. Coffee St., Greenville; Executive Secre- 
tary: Mrs. Inez C. Lytie, 301 E. Coffee St., Greenville 


South Dakota. President: CHartes J. McDonatp, M.D., 303 S. 
Minnesota, Sioux Falls; Secretary-Treasurer: Howarp R. 
Wo p, M.p., 820 N. Washington, Madison 


Tennessee. President: JoHn Paut Linpsay, M.D., 5410 Harding 
Rd., Nashville; Secretary-Treasurer: Irving R. Hutarp, 
M.D., 601 Woodland St., Nashville 


Texas. President: CuHartes E. Oswatt, Jr., M.D., Box 277, Ft. 
Stockton; Executive Secretary: Mr. Donato C. Jackson, 
1905 N. Lamar, Austin 


Utah. President: F. Wiis Tayior, M.D., 1265 4th N., Salt Lake 
City; Secretary-Treasurer: Harotp E. Younc, Jr., M.D., 
2 S. Main St., Midvale 


Vermont. President: H. Hetnincer, M.D., 37 Buell St., 
Burlington; Secretary-Treasurer: Epwarp B. CRANE, M.D., 
Box 306, Charlotte 


Virginia. President: W. Linwoop Batt, m.p., 714 North Blvd., 
Richmond; Secretary : Russert G. MCALLISTER, M.D., 1016 W. 
Franklin St., Richmond 20; Executive Secretary: Mrs. Louise 
B. Greiner, 4205 Dover Rd., Richmond 21 


Washington. President: Haroitp D. Frirz, m.p., Cathlamet; 
Secretary-Treasurer: Joun E. GAnRINGER, JR., M.D., Medical 
Arts Bldg., Wenatchee; Executive Secretary: Mr. WALTER 
Lapstey, 216 W. 37th St., Vancouver 


West Virginia. President: Szicie W. Parks, M.D., 102 Adams St., 
Fairmont; Secretary: James Kerr Pickens, M.D., 116 S. 5th 
St., Clarksburg; Executive Secretary: Mr. Dontey T. SHULTz, 
Box 1187, Fairmont 


Wisconsin. President: Davin N. Go.psTEIN, M.D., 6903 5th Ave., 
Kenosha; Secretary-Treasurer: JoHN A. KELBLE, M.D., 944 N. 
Jackson St., Milwaukee 


Wyoming. President: Witarp H. Pennoyer, M.D., Hynds Bldg., 
Cheyenne; Secretary-Treasurer: S. Josep GIOVALE, M.D., 622 
Central Ave., Cheyenne 
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“This one up here says he's also a notary public.” 
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With Singoserp 

this patient’s blood pressure 
was controlled for the first 
time without side effects 


FROM THE FILES OF A PHILADELPHIA CARDIOLOGIST. 
PHOTOS USED WITH PERMISSION OF THE PATIENT. 


Tombstone salesman had known 
hypertension for 16 years; rejected 
by U.S. Army because of high blood 
pressure, Whole root rauwolfia low- 
ered pressure satisfactorily, but pa- 
tient could not tolerate side effects. 


— 


Singoserp in a dosage of 0.5 mg. 
daily lowered his blood pressure to 
130/80, produced no side effects. 
Patient feels well, works well, speaks 
of marked improvement in outlook 
and function. 


diastolic 


@ systolic 
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This Month’s Authors 


Andrew L. Banyai, M.D. is well known for diagnostic and therapeutic in- 
novations in chest diseases. Author of Pneumoperitoneum Treatment, Dr. Banyai 
received the 1956 gold medal of the Italian Federation Against Tuberculosis for 
introducing pneumoperitoneum in the treatment of tuberculosis of the lung. A 
past president of the American College of Chest Physicians, he has been chair- 
man of the scientific program for five of its international congresses. Honorary 
fellowships have been bestowed upon the Chicago physician by the tuberculosis 
associations of five South American countries. A member of GP’s Editorial Ad- 
visory Board, Dr. Banyai has written “Nonallergic Bronchospasm.”  ° Page 89 


Edward B. Benedict, M.D., a Boston endoscopist, is assistant clinical pro- 
fessor of surgery at Harvard Medical School. He is also endoscopist at the Massa- 
chusetts General Hospital and coasulting endoscopist for the Massachusetts Eye 
and Ear Infirmary and a number of suburban hospitals. When the American Gas- 
troscopic Society was organized, Dr. Benedict was named vice president; he later 
became president. Dr. Benedict is a fellow of the American College of Surgeons, a 
member of GP’s Editorial Advisory Board and of the American Association for 
Thoracic Surgery. His article is entitled, “Diagnosis of Diseases of the Stomach 
by Gastroscopy and Gastropic Biopsy.” Page 84 


Edward A. Carr, Jr., M.D. is the author of “The Treatment of Thyroid 
Diseases.” A cum laude graduate of Harvard Medical School, Dr. Carr was both 
a research fellow and.an instructor in pharmacology at his alma mater before 
taking a residency in internal medicine at Pennsylvania Hospital. From 1953 to 
1957, he was assistant professor of internal medicine and pharmacology at the 
University of Michigan Medical School. He is now associate professor in both 
departments. Dr. Carr is on the editorial board of Clinical Pharmacology and 
Therapeutics, a member of the Society for Pharmacology and Experimental 
Therapeutics and the American Federation for Clinical Research. Page 132 


Harry F. Dowling, M.D., author of “The Doctor As a Teacher,” is professor 
of internal medicine, chairman of the department and chief of medicine at the 
Research and Educational Hospital, University of Illinois College of Medicine. 
His field of research has been primarily in infectious diseases, and he was awarded 
the Washington Medical and Surgical Society’s Merit Prize in Medicine for his 
research in pneumonia. Dr. Dowling is a member of the Subcommittee on In- 
fectious Diseases, National Research Council; the U.S. Pharmacopeia Committee 
on Revision; the Commission on Acute Respiratory Diseases, Armed Forces 


Epidemiological Board and GP’s Editorial Advisory Board. Page 93 


Edwin Matlin, M.D. had an Ob-Gyn practice before World War II, but after 
being stationed near Mt. Holly Springs, Pa., he decided to “try country prac- 
tice there.”” He was instrumental in founding the South Central Section of the 
Pennsylvania Academy of-General Practice and has been both vice president and 
a board member of the Pennsylvania chapter. A graduate of Emory University, 
Dr. Matlin is a man of varied interests, including flying, photography, water color 
painting, breeding tropical fish (he has written for Aquarium Magazine) and 
magic (member, International Brotherhood of Magicians). Dr. Matlin’s article 
is ‘Ultraviolet in General Practice.” Page 99 
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NOW... 
AROUND -THE-CLOCK 
CONTROL OF APPETITE 


NEW 
ENDURETS 


A PROLONGED -ACTION 
DOSAGE FORM 


Clinical experience has long established 

PRELUDIN as an antiobesity agent distinguished 
by its efficacy and its relative freedom 

from undesirable side actions. Now, convenience 

is added to reliability in ENDURETS... 

a specially devised long-acting pharmaceutical form. 
Just one PRELUDIN ENDURET (75 mg.) tablet 

after breakfast curbs appetite throughout the day, 

in the vast majority of cases. 


PRELUDIN® (brand of phenmetrazine hydrochloride) ENDURETS’ 

Each ENDURET prolonged-action tablet contains 75 mg. of active principle. 
PRELUDIN® is also available as scored, square, 

pink tablets of 25 mg. for 2 to 3 times daily administration. 

Under license from C. H. Boehringer Sohn, Ingelheim. 


ENDURETS is a Geigy trademark. 


CEICY 


Ardsley, New York 
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BONAMINE Chewing Tablets, 
antly mint flavored, 25 


BONAMINE Elixir, ¢ 
yperemesis gravis 12.5 mg. per of one pit 


| arteriosclerosis BONADETTES® Tablets, 
“flavored, 25 mg. Boxes of 6 
Fic indications excellent pediatric 
: 


‘1956. 2° Weil, L. L.: J. Florida / 
4:9, No. 3, 1954. °3, Moyer, J. H.: 
America, March, 1957, p. 405. 4. Ki 


without meidence of serious side effects 
according to all published reports. 

Emesis or aggeciatca 

Pfizer for the world’s well-being 


for the child who cannot sleep 


A tlavor for children... 

Cream-mint Syrup PHENERGAN Fortis (25 mg. per 5 cc.) 
alleviates anxiety, restlessness, and irritability. Promotes 
sound, sure sleep. Lets children wake up in the morning 
refreshed and alert with no after-effects. 


A tavor for parents... 

Syrup PHENERGAN Fortis is easy to administer because of 
its pleasant taste and because only a single dose at bedtime 
is usually required. Parents can also be reassured that 
PHENERGAN is not a narcotic. 


SYRUP 


PHENERGAN rortis 


HYDROCHLORIDE 
Promethazine Hydrochloride, Wyeth 


Supplied: Cream-mint flavored syrup in 1-pint bottles. 


- Each teaspoonful (5 ce.) contains 25 mg. promethazine 
Philadelphia 1, Pa, hydrochloride. 


id 
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— Conforms to Code 
for Advertising : 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Grassroots Jurisdiction 


Dear Sirs: 

As a relatively young specialist in the early phase of his 
practice, I am naturally beset by the usual difficulties and 
preoccupations. Perhaps the most worrisome problem is my 
relationship with the general practitioners of the commu- 
nity. 

The source of friction is to be found with the postopera- 
tive care of cases which I have been called upon to operate. 
In the past, this community of 25,000 people was afforded 
the services of orthopedic surgeons from out of town. 
Naturally, these men being unable to travel daily to Lodi, 
turned the case back to the referring doctor for care during 
the postoperative period. During a recent interview with 
one of the Regents of the American Academy of Ortho- 
paedic Surgery, it was emphasized that when the operating 
surgeon is in daily attendance at the hospital, it is his obli- 
gation to assume the postoperative care of the patient. This 
was further brought out in an article by Leland S. Mc- 
Kittrick, M.D., in the September 1, 1958 issue of Medical 
Economics. 

I would appreciate knowing whether the American Acad- 
emy of General Practice has voiced any opinion as to the 
responsibilities of the operating surgeon when his services 
are readily available during the postoperative period. 


W. S. Fouttz, M.D. 
Lodi, Calif. 


In answer to Dr. Foultz’ request for an official opinion in 
this matter, Dr. John Walsh, speaking as chairman of the 
Academy’s Board of Directors, replied: “Your froblem is no 
different than that of hundreds of young specialists entering 
communities of your size throughout the country. These rela- 
tionships between the general practitioner and the specialist must 
be solied on a local level with mutual understanding and 
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Yours Truly... 


respect for each other. You must evaluate the capabilities of the 
referring physician just as he must evaluate your capabilities 
as an orthopedic surgeon. This cannot be done by a process of 
certification but rather must be done by a method of getting to 
know each other better and respecting each others position I 
have been asked on previous occasions to answer letters similar 
to yours. My only advice could be to be patient, and in time 
there is bound to be a meeting of the minds on this subject. If 
there is a local Academy of General Practice in your communi- 
ty you might ask to discuss this problem before their group.’’ 

—PvuBLISHER 


Take Another Look 


Dear Sirs: 

I read with a certain amount of cynical amusement the 
predictions for the future as elaborated by your panel of 
seers (“Ten Looks at the Future,” January, GP). It was 
essentially the same usual potpourri of dire warnings, sinis- 
ter predictions and admonitions to conform or else. 

What has made this panel especially remarkable is that 
not one member presented any real course that must be 
plotted by doctors possessing both knowledge of political 
realities and moral fibre. In assessing what is to come in the 
realm of governmental interference and ruthless usurpation 
of private medical practice, not one of your savants men- 
tioned the use of a weapon which is available but which has 
not, to my knowledge, been hithertofore used by any co- 
hesive medical group. 

I refer, of course, to the principal weapon used so suc- 
cessfully and stunningly by our friends in the labor unions 
—the strike, as a united body, against conditions before 
they become firmly entrenched and on behalf of those ideas 
and principles for the support of which we should be in- 
dissolubly welded together. 

The melancholy study of all the nationalistic medical 
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schemes used in other countries reveals consistent and com- 
plete inability of the medical profession to unite and fight 
with every weapon at their command the politically inspired 
schemes, which they KNOW are not dictated by love of 
humanity but by desire to perpetuate or initiate political 
and economic monopolies. 

The handwriting on the wall is clear to all who are not 
ostriches. A crash program must be instituted immediately 
so that when the day comes, we may strive together, resolute 
and undivided, and win out over unscrupulous politicians 
for the benefit of the great unknowing, unthinking, uncar- 
ing and so often imposed upon and unduly malleable gen- 
eral public. 

Sam F. HarRTMAN, M.D. 
Beaumont, Tex. 


Mission Accomplished 


Dear Sirs: 

Touro Infirmary in New Orleans has always been a spe- 
cialist hospital but now, after ten years of hard work, a Sec- 
tion of General Practice under the Department of Medicine 
in that hospital has finally been formed. 

Dr. Lloyd Kuhn, a local member of the Academy in good 
standing, has been recommended as chief of this section 


by the Medical Advisory Committee of Touro Infirmary. 

Many problems are yet to be solved but we have finally 
taken this big step. We are receiving the sincere considera- 
tion of many members of the medical staff and should suc- 
ceed in making this a top-notch department. 

This achievement follows the approved General Practice 
Residency program which was approved by the American 
Academy of General Practice last year. 

Francis I. 


Secretary 
Louisiana Academy of General Practice 
New Orleans, La. 
Exposed 
Dear Sirs: 


In Information Please, page 125 of the January GP, you 
wrote the following in answer to a question concerning 
mumps vaccine: 

“The data available do seem to show that extraparotid 
mumps can be either prevented or ameliorated by mumps 
vaccine given within a few weeks or months after exposure.” 

Don’t you mean “weeks or months before exposure?” 

S. THEODORE SussMAN, M.D. 
New Rochelle, N. Y. 


eliminate 
the cause 
of iron 
intolerance 
...only 

30 mg. 

of iron 
daily 
provides 
full 
therapeutic 
response 
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We hope that Reader Sussman will reread both the question 
y and answer appearing under the title, ““Mumps Vaccine.’ It 
is our impression and that of our expert who answered the 
- query that the original questioner was referring to “exposed 
persons.”” Hence, it should read a¥TER not before. 
—Mepicat Eprror 


New Bridge Over the River Kwai 


Dear Sirs: 
I am a new missionary doctor recently arrived in Thai- 
land and I am soon to build a new hospital on the River 
Kwai (the same of Hollywood fame) in Southwest Thailand. 
I was graduated from the University of Washington 
in 1956 and had a one-year general surgical residency at 
the Veterans Administration Hospital in Denver, Colo. My 
| Dad is a general practitioner and for some time I have been 
begging and stealing second hand copies of GP from him. 
As of last August about 3,000 miles separated me from 
| my source and I am writing to see if I can secure a sub- 
; scription to GP for myself and the hospital library. Since, 
as you no doubt know, we missionary doctors never have 
much of a budget to work with, too often it is our magazine 
subscription which goes by the board. I am wondering if a 
complimentary or reduced subscription would be possible? 


I consider copies of GP as important items in my refer- 
ence library and hope that I can soon secure a subscription. 
Dovuctas O. Corpron, M.D. 
Bangkok, Thailand 


Dr. Corpron has been notified that a subscription in the 
name of the hospital or the hospital library can be entered at 
the special rate of $5 per year plus $4 per year for foreign 
postage making the total subscription price $9. Unfortunately, 
a@ personal subscription must be the usual $10 plus $4 for 
foreign postage.—PUBLISHER 


For Two or More 


Dear Sirs: 

I am hoping to find two or three additional physicians 
for our community. At the present, we have only four gen- 
eral practitioners on our staff, one of them in poor health. 

Portales is a community of 10,112 people located in 
Eastern New Mexico. It has an altitude of 4,004 feet with 
an average mean temperature of 76 during July, its warmest 
month. The Portales community is prosperous. The econ- 
omy is bolstered through agriculture (40,000 irrigated acres 
under production), number | rank in dairy production in 
the state and much recent oil play. 


IN OVERLOAD IS UNNECESSARY—this unusually 

iron (30 mg. instead of the usual 100 mg. 
s) provides the hemoglobin rise necessary to cor- 
tt iron deficiency anemia. The reason is a dramatic 

aid to iron absorption. * 

GASTRIC IRRITATION — nausea/diarrhea... 
m the black stool which can hide a serious con- 
on... are usually absent. ‘sacacen,* ‘simnon’ 
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PRESCRIBE SIMRON BETWEEN MEALS — the daily 
dose is one capsule (containing 10 mg. iron as 
ferrous gluconate) t.i.d. 


*Sacagen—400 mg. per capsule. 


THE WM. S. MERRELL COMPANY 
NEW YORK « CINCINNATI + ST. THOMAS, ONTARIO 
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the complaint: “nervous indigestion 
the diagnosis: any one of several nonspecific gastrointestinal disorders requiring relief of r 
symptoms by sedative-antispasmodic action with concomitant digestive enzyme therapy. 
the prescription: a new formulation, incorporating in a single tablet the actions of Donnatal 
and Entozyme. the dosage: two tablets three times a day, or as indicated. 


the formula: in the gastric-soluble outer layer: 


Hyoscyamine sulfate ........ 0.0518 mg. 
Atropine sulfate :..................ccccccscsssseseeees 0.0097 mg. 
Hyoscine hydrobromide 0.0033 mg. 
Phenobarbital (4% gr.) ..................... 
Pepsin, N.F. .............. 150 mg. 
in the enteric-coated core: 
Pancreatin, N.F. ......... 300 mg. 
Bile salts ...... 150 mg. 


Z 


Bodine 


A. H. ROBINS COMPANY, INCORPORATED e RICHMOND 20, VIRGINIA 
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We have a 100-bed general hospital which is approved by 
the JCAH. Our hospital is only seven years old and we feel 
that it is as well equipped as any hospital its size. 

One member of our staff has expressed the thought that 
he would be willing to share his office with some young 
M.D. on a joint practice arrangement. 

In addition to the general practitioners, we have one 
board surgeon, one internist, a full-time radiologist and a 
part-time pathologist. 

Please do not hesitate to ask should you want any addi- 
tional information. 


T. D. Smirn, Jr. 
Administrator 
Roosevelt General Hospital 
Portales, N. M. 
On the Right Path 
Dear Sirs: 


Iam a junior student at Washington University School of 
Medicine, and my father, a general practitioner, sent me 
some of your literature. I, too, plan to enter general prac- 
tice, and would appreciate any additional information avail- 
able on general practice residencies. 

I would also be grateful if you would place me on your 
mailing list of any communications that will be available to 
students preparing for general practice. Please find en- 
closed a check for $5 for a student subscription to GP. 

I am wholeheartedly in accord with your ideals and the 
methods by which you are achieving them. 

Cuar.es BorEN 


St. Louis, Mo. 
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wary 
put it this way ..... 
if you were a car, you'd be sold for salvage.” 


GP May 1959 


in its completeness 


Each pill is 
equivalent to 
one USP Digitalis Unit 


Physiologically Standardized 
therefore always 
dependable. 


Clinical samples sent to 
physicians upon request. 


Davies, Rose & Co., Ltd. 
Boston, 18, Mass, 


S 
Digitalis 
(Davies, Rese) 
; 0.1 Gram 
CAUT 
v 
PANIES, ROSE & CO. 
| Basten, Mass. 
5 27 


in asthma, bronchitis, rhinitis and sinusitis 


Chymar Aqueous was used as adjunctive therapy for 60 patients suffer- 
ing from asthma, bronchitis, rhinitis or sinusitis. ‘“‘In the majority (48) 
of these cases, improvement was demonstrated by easier breathing, im- 
proved vital capacity, thinning of bronchial secretions, ability to raise 
sputum more freely and a reduction in the amount of expectoration.”’' 
In 2 other studies, Chymar was used with good success in treating 45 
cases of asthma.’:* Supplied in 5 cc. multiple dose vials with 5000 


Armour Units per ml. AJso available as Chymar in Oil. 1. Parsons, D. J.: 
Clinical Medicine 5:1491, 1954. 2. Diaz, E. S.: Revista de la Confederacion Medica Panameri- 
cana §:402, 1958. 3. Diaz, %. S.; Sinopsis Medica Internacional 6:20 (March) 1958. 


Chymar Aqueous is also preferred for systemic anti- a Ave rs 
inflammatory action in obstetrics, gynecology, 
dermatology, surgery, accidents and eye diseases. : 


ARMOUR PHARMACEUTICAL COMPANY - KANKAKEE, ILLINOIS - A Leader in Biochemical Research 
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Quiactin for 


(one 400 mg. tablet q.i.d.) Ss 
QUIACTIN provides greater tranquility, yet avoids the drowsiness that 
causes patient discomfort or oversteps the bounds of safety.1 Work, and 
other normal activities, continue with no drop in efficiency.? Structurally, 
QUIACTIN is a glycidamide ... atom by atom, a completely new tranquil- 


izer, prolonged in activity, nontoxic, noncumulative and free of with- 
drawal symptoms. QUIACTIN will not deepen depression if it is present. 
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1. Proctor, R. C., Southern Psychi- 
atric Assoc. Meeting, October 7, 
1967. 2. Feuss, C. D. and Gragg, 
L. Jr.: Dis. Nerv. Sys. 18:29, 1957. 


TRADEMARK: QUIACTIN® 


THE WM. S&S. MERRELL COMPANY 
New York CINCINNAT! St. Thomas, Ontaric 


Prad, 
Anotr ‘oduct of Urigh 
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PERSONALITIES 


IN THE MEDICAL NEWS 


Stanhope Bayne-Jones, M.D. 
In Recognition of a Report 


At THE AMA Atlantic City meeting next month, the 1959 Passano 
Foundation Award will be presented to Dr. Stanhope Bayne-Jones, 
author of a significant report on medical education and research, 
made to the Secretary of Health, Education and Welfare. Dr. Bayne- 
Jones, who served as chairman of the Secretary’s Consultants on 
Medical Research and Education, is a former dean of Yale University’s 
medical school. A past president of the Society of American Bacte- 
riologists, the American Association of Immunologists and the Amer- 
ican Association of Pathologists and Bacteriologists, Dr. Bayne-Jones 
was also technical director of research, Office of the Army Surgeon 
General, from 1953 to 1956. For his work with the Army, he received 
the Decoration for Exceptional Civilian Service. He is an honorary 
commander of the Order of the British Empire and holds the French 
Croix de Guerre. Dr. Bayne-Jones is now writing a book about med- 
icine in the South during the Reconstruction Period. 


Harold E. Jervey, Jr., M.D. 
Heads State Medical Boards 


Acapemy Memser Harold E. Jervey, Jr., Columbia, S.C., has been 
named president-elect of the Federation of State Medical Boards of 
the United States. The federation is composed of state medical 
board members, medical college deans and others interested in 
medical education and licensure. Dr. Jervey, who has served as 
secretary of South Carolina’s Medical Board of Examiners the past 
two years, will take office next February. A graduate of the Univer- 
sity of South Carolina, Dr. Jervey joined the Navy in 1941. He 
served in both the Atlantic and Pacific theaters and was discharged 
as a lieutenant commander. He entered Charleston Medical School 
after his release from active duty. Following his graduation in 1949, 
Dr. Jervey took an internship at Greenville (S.C.) General Hospital. 
The 38-year-old family physician is one of the South Carolina dele- 
gates to the Congress of Delegates. Dr. Jervey is also a member of 
the Southern Medical Association. 
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John G. Walsh, M.D. 
California’s Favorite Son 


On Aprit 6, the Academy’s Congress of Delegates 
handed the president-elect assignment to Dr. John G. 
Walsh, Sacramento, Calif., immediate past chairman 
of the Board of Directors. Dr. Walsh has a long history 
of Academy service. He was charter president of the 
Sacramento chapter, the second chapter chartered in 
California. From 1949 to 1954 he served as editor of 
California Western Academy Monthly. In 1951, Dr. 
Walsh was elected to the California chapter’s board 
of directors, a position he held until 1956. He is also 
a past president of that chapter. 

On the national scene, Dr. Walsh has been a dele- 
gate to the Assembly five years and served as chair- 
man of the State Officers’ Conference in 1955. At the 
Washington Assembly, the Congress of Delegates cast a 
unanimous vote to elect him to the Board of Directors. 

The son of a family doctor, Dr. Walsh was graduated 
from Marquette University, Milwaukee. After an in- 
ternship at Milwaukee County General Hospital, he 
served a general residency at Sacramento’s Mercy 
Hospital, where he is still a staff member. Dr. Walsh 
has served on the hospital’s executive committee and 
was chairman of the By-Laws Committee that inte- 
grated a general practice department. Dr. Walsh’s fam- 
ily commands a great deal of his “after-hours” time. 
He and Mrs. Walsh have eight children. 
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On the Calendar 


Academy chapter meetings and postgraduate courses, as well as 
other medical meetings in which general practitioners will have 
an interest, will appear here monthly. 


*Classified by the Commission on Education as acceptable for post- 
graduate study credits under Category I. Members should report 
actual hours of attendance. Maximum hours listed when avail- 
able. 


May 15-17. R elt University, seminars on hypnosis, 
Sheraton-Blackstone Hotel, Chicago. (24 hrs.) 

*May 16-17. Marylend chapter, et al., pediatric institute—psy- 
chiatric contributions to pediatric problems, University of 
Maryland, Baltimore. (13 hrs.) 

*May 18-21. University of Kansas School of Medicine, et al., 
course on surgery, University of Kansas Medical Center, 
Kansas City, Kan. (21 hrs.) 

*May 18-22. University of Minnesota, course on proctology for 
general physicians, Minneapolis. (30 hrs.) 

May 19-22. Mlinois State Medica! Society, annual meeting, 
Chicago. (27 hrs.) 

*May 20. Central Counties (Pennsylvania) chapter, et al., course 
on cancer of breast, lung, head and neck, Autoport Motel, 
State College. (6 hrs.) 

*May 21-23. Nevada chapter, annual meeting, Riverside Hotel, 
Reno. (10% hrs.) 

*May 21-23. University of Wisconsin, course on pathology and 
radiology of the skeletal system, Wisconsin Center 
Building, Madison. (18 hrs.) 

*May 21-23. Duke University, refresher course on anesthesia, 
Duke Medical Center, Durham, N.C. (18 hrs.) 

*May 22. University of Oklahoma, course on recent advances 
in clinical practice, Oklahoma City. (8 hrs.) 

May 25-27. American Trudeav Society, meeting, Palmer House, 
Chicago. 

*May 25-29. The Children’s Hospital of Philadelphia, full-time 
course on pediatric advances, Philadelphia. (40 hrs.) 

*Jun. 1-5. University of Pennsylvania and the Children's Hospital 
of Philadelphia, full-time course on practical pediatric 
hematology, Philadelphia. (40 hrs.) 

Jun. 3-7. American College ot Chest Physicians, meeting, At- 
lantic City, N.J. 

Jun. 8-12. American Medical Association, 108th annual meet- 
ing, Traymore Hotel, Atlantic City, N.J. 

*Jun. 8-19. New York University-Bellevue Medical Center, 
full-time course on modern therapeutics in internal 
medicine, New York City. (70 hrs.) 

*Jun. 9-12. Section on General Practice of AMA, Atlantic City, 
N.J. (12 hrs.) 

*Jun. 10. University of Oklahoma, course on herniae, Okla- 
homa City. (4 hrs.) 

*Jun. 15-17. University of Minnesota, course on gynecology 
for general physicians, Minneapolis. (15 hrs.) 

*Jun. 19-20. Montana chapter, annual meeting, East Glacier 
Ledge, Glacier National Park. 

*Jun. 19-21. West Virginia chapter, seventh annual meeting, 
Daniel Boone Hotel, Charleston. 

*Jun. 21-23. Maine chapter, annual scientific meeting, Samoset 
Hotel, Rockland. 

Jul. 16-24. Canadian Medical Association and Brifish Medical 
Asseciation, annual meeting, Edinburgh, Scotland. 

*Jul. 20-23. New Mexico chapter, annual meeting, Navajo Lodge, 
Ruidoso. 

Jul. 27-31. First international Conference on Mental Retardation, 
Portland, Me. 

* Aug. 28-30. Celerade chapter, annual meeting, Aspen. 

Aug. 30-Sep. 4. Werld Medical Association, world conference 
on medical education, Palmer House, Chicago. 


CONTINUED ON PAGE 257 
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A good day’s work without fear of angina 
...on Metamine® Sustained, b.i.d.’ 


This normally active angina patient who can do a 
satisfying day’s work without discomfort or the 
dread of a severe attack is typical of those con- 
trolled by METAMINE® SUSTAINED—aminotrate 
phosphate, 10 mg. (Leeming). A simple protective 
medication (1 tablet on arising and 1 before the 
evening meal), METAMINE SUSTAINED eliminates 
anginal episodes altogether, or greatly reduces their 
severity and frequency. Many patients refractory 
to other drugs of this type are aided by 
METAMINE SUSTAINED.? 


Moreover, relative freedom from side effects typical 
of many cardiac nitrates (headache, nausea, hypo- 


tension) permits angina-preventive medication with 
METAMINE SUSTAINED for indefinite periods. And, 
when you prescribe METAMINE SUSTAINED, b.i.d., 
your angina patient will need less nitroglycerin and 
thus remain fully responsive to this vital emer- 
gency medication. 

Supplied: bottles of 50 and 500 sustained-release tablets. 
Also: METAMINE (2 mg.); METAMINE (2 mg.) WITH 
BUTABARBITAL (14 gr.); METAMINE (10 mg.) WITH 
BUTABARBITAL (34 gr.) SUSTAINED; METAMINE (10 mg.) 
SUSTAINED WITH RESERPINE (0.1 mg.). 


That. Leeming ¢ Ce New York 17. 


1, Eisfelder, H.W.: Case history 18/35. Personal communication. 2. Fuller, H.L. and Kassel, L.E.: Antibiotic Med. & Clin. Therapy, 3:322, 1956. 
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$ for Medical Care of the Aged 


Tue METHOD of financing medical care for older people 
is a subject of great current interest. To enlighten its 
readers, the American Journal of Public Health carried 
asymposium on the subject in its February, 1959, issue. 
Various points of view were presented, as exemplified 
in the following extracts. , 

In concluding his thoughts about the role of the 
federal government, Dr. Franz Goldmann had this to 
say: 
“As nine out of ten gainfully employed persons are 
already covered and the contributions toward the cost . 
of the present benefits are regularly collected by OASI, 
most of the future senior citizens and their survivors 
could easily acquire paid-up insurance for health service 
as well as for income maintenance. They would qualify 
for health services through regular prepayments during 
the working years and be eligible for them regardless 
of place of residence. To future senior citizens this 
would mean protection through organized self-help. To 
physicians in private practice and the voluntary hos- 
pitals and institutions for long-term care, the advantage 
‘would lie in the certainty of payment for services ren- 
dered to senior citizens, with decrease in the amount of 
free service and less time and money spent on collec- 
tion of charges. There would be a marked reduction in 
the expenditure of general tax funds for the medical 
care of senior citizens and the maintenance of families 
impoverished because of the illness of an elderly mem- 
ber. 

“Inclusion of health benefits in OASI would be of 
limited value if the pattern of benefits set by most of 
the voluntary plans were followed by giving priority to 
hospital care and surgical service, and it would be open 
to serious question if the emphasis were placed on pay- 
ment of medical bills rather than on maintenance of 
high standards of service. These dangers €an be avoided, 
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Editorials 


though. If the choice is between ‘letting the voluntary 
plans do it’ and extending OASI, a strong case can be 
made for financing health services for senior citizens 
through the mechanism of OASI.” 

In presenting the Public Welfare viewpoint, Mrs. 
Mary S. Weaver argued that since optimum health for 
the aged is in the national interest, it is appropriate for 
the federal government to share the costs. Rather than 
have this accomplished by means of public assistance 
programs, Mrs. Weaver would have OASI cover the 
risks of hospital and nursing home care. She went on 
to point out that OASI beneficiaries then “would not 
need to go through the process—never pleasant—of 
applying for public assistance at a time when they and 
their families are already seriously disturbed by major 
illness and the financial burdens resulting from such 
illness.” 

As a spokesman for organized medicine, Dr. Henry 
A. Holle called for maintenance of the status quo in 
methods of financing health care and indicated that it is 
time for a change of emphasis—“time for us to talk 
more about a dynamic program for keeping elderly 
people well and productive through proper health 
maintenance and proper living.” He indicated that the 
AMA Committee on Aging “has resolved to provide 
medical leadership . .. which will result in fewer pa- 
tients and more well and happy people whose increased 
years of living have brought maturity and wisdom 
through living experience— not degeneration and help- 
lessness through rejection.” He added, “Members of 
such a society will be in a position to purchase a major 
portion of their essential medical care needs.” 

In presenting the hospital’s viewpoint, Dr. James P. 
Dixon threw down the following gauntlet. 

“There is a growing feeling among hospital people 
that neither Blue Cross nor commercial insurance now 
meets, or can meet, the financial needs of older people 
with respect to hospital care. There is an increasing 
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conviction that federal participation will be necessary. 
There is lack of agreement as to the form that federal 
participation should take, although there is a tendency 
at this time to favor an OASI mechanism. This lack 
of agreement is largely a result of the feeling of hospitals 
about national health insurance and about participation 
of government generally in hospital affairs. In consider- 
ing the problem of hospital care for older people, hos- 
pitals have tended to ignore two associated problems of 
equal or greater significance—the methods by which 
older people will receive medical services and the pro- 
visions for the care of older people who are in health 
institutions other than hospitals.” 

In representing voluntary health insurance, Mr. J. F. 
Follmann, Jr. picked up the thread of Dr. Holle’s pre- 
ceding thoughts. In particular, he called for greater 
development of preventive health measures plus other 
steps that “will minimize the need for medical treat- 
ment and control its cost and will complement the 
advances being made by insurers in expanding the 
coverage on the older lives.” 

It is evident from the foregoing that workers in the 
health field are divided into two distinct camps. They 
respectively present thoughts for and against OASI- 
controlled health insurance for old people. And under- 
lying the whole problem is the unpleasant prospect that 
a final decision will be made prematurely as a matter of 


political expediency. 


Radiation Hazards 


IN AN ARTICLE published in the American Journal of 
Public Health for January, 1959, Dr. Clinton C. Powell 
reviewed the factors that should influence the develop- 
ment of programs for control of radiation hazards by 
public health agencies. In making clear the fact that 
such agencies have a heavy responsibility in this field, 
the author made it equally clear that practicing physi- 
cians inevitably must share that responsibility. 

The whole story of radiation hazards is a compara- 
tively new one. This is not to say that radiation is any- 
thing new. So-called “background” radiation from 
natural sources is reckoned to be as old as time, al- 
though an appreciation of that fact waited for the 
development of the new man-made sources of radi- 
ation. The latter include the production and use of 
radioactive materials for peaceful purposes, testing of 
nuclear weapons and, most important of all, diag- 
nostic uses of x-rays by health scientists. 

Although present-day concern about radiation ef- 
fects inevitably includes fear for the acute effects to be 
expected from the wartime use of nuclear weapons, 
scientists still hope that mankind will control the urge 
for self-destruction. Accordingly, consideration of ra- 
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diation hazards centers more strongly upon the long- 
term influence of small doses of radiation. 

At the outset, an estimate of delayed radiation ef- 
fects is hampered by the difficulty of their detection, 
Much of the thinking on this matter derives from the 
translation of data from animal and plant experiments. 
So it is that radiation exposure relates to (1) shorten- 
ing of the life span (magnitude uncertain), (2) an in- 
creased incidence of neoplastic diseases including 
leukemias, and (3) harmful genetic effects. That last 
factor— genetic changes—is perhaps the most fright- 
ening. As Powell points out, radiation-induced genetic 
changes are much more likely to be harmful than bene- 
ficial. Moreover, since the human is presumably a more 
highly developed species, “the proportion of harmful 
to beneficial effects would be even greater than in 
lower forms of life.”” Add to this the thoughts that it is 
increasingly possible to counteract the process of 
natural selection and that more subtle genetic changes 
are unlikely to be immediately observable, and it be- 
comes abundantly clear why the writings of geneticists 
are worrisome. 

The facts about diagnostic radiology present an in- 
teresting dilemma. Techniques in this field have been 
so extensively applied in recent years that it consti- 
tutes the major source of man-made radiation exposure 
to man—an exposure that is thought to be about equal 


to the exposure from natural background. So, it is, in . 


some measure, a hazard. Yet, without the use of radi- 
ologic diagnostic techniques, health scientists cannot 
hope to work the therapeutic miracles that character- 
ize modern medicine. To point up this aspect of the 
radiation problem, Powell cites the following example: 

**The condition of a patient who might well have 
been considered to be afflicted with an incurable con- 
genital cardiac lesion a decade ago is now often amen- 
able to corrective surgery. To make surgery feasible 
and to minimize the surgical risk, the patient may re- 
ceive radiation exposures several times in the course of 
cardiac fluoroscopy, one or more times during cardiac 
catheterization, and again during angiocardiographic 
studies, in addition to being exposed during x-ray 
examinations considered ‘routine.’ Angiocardiography 
may involve as many as 12 x-ray films per second for a 
period of several seconds. Even this exposure, how- 
ever, may be appreciably less than that received during 
fluoroscopy. Also, this same patient may now be ex- 
pected to survive and successfully reproduce.” 

Like any well-conceived dilemma, this one has no 
perfect solution. The physician’s judgment will in- 
evitably dictate the use of diagnostic radiology when- 
ever there is prospect that such methods are indispen- 
sable to the welfare of the patient. The hazard of radia- 
tion exposure under these circumstances becomes an 
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“acceptable” risk. However, at this point, the physi- 
cian assumes an obligation to bring the amount of 
radiation exposure to an irreducible minimum. For 
that purpose, all physicians who work with x-rays must 
be sure that their patients are not needlessly exposed 
because of unnecessary repetition of diagnostic proce- 
dures or because of imperfections of technique. It is in 
this area of interest about radiation hazards that prac- 
ticing physicians must assume a larger interest than 
theoretic scientists or workers in public health agen- 
cies. 


A Formula for the House Staff 


WHENEVER TALK TURNS to problems of graduate educa- 
tion, the income of the house staff is likely to be a 
prime consideration. The majority of people seem to 
believe that the house staff—especially residents— 
should receive higher pay. 

Of course, there are some startling inequities. For 
instance, because of NIH training grants, residents 
(called “fellows” or “trainees”) in neurology, psy- 
chiatry and some medical specialties receive larger 
salaries than other residents. 

At first glance, too, there seem to be some incon- 
sistencies in attitudes about residency. Thus, medical 
educators dwell upon the fact that residency training 
should be a process of further education of the phy- 
sician—that service to the hospital patients is of sec- 
ondary importance. If that thought is accepted at face 
value, one becomes inclined to pay residents nothing— 
even to demand that they pay tuition! 

However, on further consideration of the problem, 
it is evident that residents do give service to patients 
even in hospitals in which the educational program is 
exceptionally rich. Moreover, in those very hospitals, 
the residents are likely to have a role as teachers (to 
junior residents, interns, medical students), and surely 
they deserve some monetary recognition for their serv- 
ice in this role. 

In the light of all these facts, and remembering that 
residents are free people (not slaves), a formula for 
their payment might be: 


x-++-ay+az= monthly income 


where x is the minimum income needed to sustain life, 
y is the hourly rate of pay for services to patients, z is 
the hourly rate of pay for teaching assignments and 
ais the number of hours per month. 

Implicit in the thought behind this formula is the 
principle that z is a higher figure than y and that both 
yand z might vary with the stage of training and with 
the capabilities of the residents. Also, in university- 
affiliated hospitals where medical students are on the 
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scene, good accounting practices might dictate that 
part of z would be charged to university budget and 
the remainder to hospital budget. Recognition might 
also be given in x to dependent children. 

All of this may seem to be imaginative mathematical 
madness. But it has this advantage: It gives perspective 
to the house officer’s income, honors his function as a 
teacher and, in some instances, enables an administra- 
tion to understand clearly why it is paying a house 
staff. 


Rheumatic Fever Still Prevalent 


IN THE TWO DECADES that followed 1935, a great deal 
has been learned about the etiology and methods for 
control of rheumatic fever. In particular, the relation- 
ship of the disease to antecedent streptococcal infec- 
tion has been widely taught. In addition, broadsides 
to physicians have emphasized that rheumatic fever is 
preventable when streptococcal infections are treated 
promptly and adequately with penicillin, that the in- 
cidence of recurrences of rheumatic fever can be re- 
duced by long-term administration of either penicillin 
or sulfonamides, and that the “‘activity’’ of the disease 
can be suppressed to a varying extent with salicylates 
or adrenal cortical steroids. ; 

By 1955, along with those gains in knowledge about 
rheumatic fever, there was a growing thought among 
some physicians that the disease had become less 
prevalent. Theoretically, this should have been so. 
However, data to substantiate the thought had not 
been presented, and Rosenfield therefore set out to 
discover the facts. His report on the results of a survey 
in Minnesota, published in the American Journal of 
Public Health for December, 1958, indicates that the 
notion about a declining incidence of rheumatic fever 
is largely wishful thinking. 

At the outset of his study, Rosenfield found little 
evidence to support his skepticism. In Minnesota, as 
in many other states, reporting rheumatic fever is re- 
quired by law. During the five-year period, 1950-54, 
the number of cases reported annually to the Min- 
nesota Department of Health averaged only 187. How- 
ever, the results of the author’s personal survey told 
quite a different story. 

In September, 1955, Rosenfield mailed a simple 
questionnaire to the 3,063 members of the Minnesota 
State Medical Association. On the basis of their re- 
plies, plus careful follow-up surveys to test the accuracy 
of those replies and to assay the experience with 
rheumatic fever of nonrepliers, it became evident that 
rheumatic fever was still quite prevalent in Minnesota. 
The study indicated that physicians in that state had 
diagnosed and treated more than 2,600 cases of rheu- 
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matic fever in 1955. Two-thirds of all cases (approxi- 
mately 1,800 cases) were in children under the age of 
15 years. Those figures contrasted sharply with the 
data of the Minnesota Department of Health. 

Although it does not necessarily follow that an ex- 
perience in Minnesota has its counterpart in other 
areas of the United States, it would seem wise for 
physicians everywhere to assume that it does. Only in 
this way will the profession and the public alike be 
kept alert to the need for a program to control rheu- 
matic fever. 

Two other thoughts derive from Rosenfield’s re- 
port. First, in the instance of rheumatic fever as with 
other diseases that are required by law to be brought 
to the attention of public health authorities, physicians 
are notably delinquent about reporting their cases. 
Such neglect almost invariably has a stultifying effect 
upon programs for disease control. Secondly, in Min- 
nesota during 1955, about three-fourths of the cases of 
rheumatic fever were treated by general practitioners. 
The chances are good that, across the nation, general 
practitioners encounter the majority of cases of the 
disease. It can be argued, therefore, that this group of 
physicians has the largest opportunity and the strong- 
est obligation in programs for control of rheumatic 
fever. 


Medicine Led Early-Day Kansas 


CENTURIES AND CENTENNIALS come and go. But a current 
centennial, being celebrated in Topeka, Kan., should 
interest doctors and all of organized medicine. 

The Kansas Medical Society is observing its 100th 
birthday. In 1861, two years after the society was estab- 
lished by act of the territorial legislature, Kansas came 
into the Union. Her three highest elected officials— 
governor, lieutenant governor and secretary of state— 
were all physicians and members of the Kansas Medical 
Society. 

Dr. Charles Robinson of Lawrence (site of the first 
society meeting on February 10, 1859) was governor of 
the new state. Dr. Joseph P. Root of Kansas City was 
lieutenant governor, and Dr. John W. Robinson of 
Manhattan was secretary of state. 

Having survived Quantrill’s raid, the medical society 
in “Bloody Kansas” continued the war against quack- 
ery and medical school “diploma mills.” They argued 
the merits of compulsory vaccination and the use of 
anesthesia during childbirth. Was it indeed contrary 
to the will of God? 

Questionnaires flourished in those early Kansas days. 
In 1876, one survey showed that most Kansas doctors 
believed the local climate retarded consumption. Some 
even asserted that “Kansas is not subject to epidemics.” 
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Many Kansas physicians knew their work was haicdi- 
capped by ignorance and superstition. Fortunatcly, 
late in the nineteenth century, the University of Kaisas 
began a two-year medical course. In 1905, the KU 
School of Medicine established a four-year course. 

The crusading spirit was as apparent in its physicians 
as in the state’s editors. 

As early as 1896, some members of the Kansas So- 
ciety called on general practitioners to unite against 
the specialists. 

Down through the years, the society has had its 
moments of trial and triumph. One of the most hectic 
came in the early 30s with a call to arms against the 
now late and unlamented goat-gland specialist, Dr. 
John R. Brinkley, who was a two-time Kansas guber- 
natorial aspirant. 

Since that time, Kansas medicine has not been in the 
political spotlight. Perhaps it will reclaim that role in 
its second century. 


Now You See Them 


MULTIPLE SCLEROSIS has long been one of the most 
controversial of neurologic diseases, especially with 
regard to methods of treatment. The natural tendency 
of the disease to undergo dramatic remissions has 
enabled a number of “‘cures” falsely to receive credit. 
Sometimes, years of painstaking study have been 
needed to provide evidence that a proposed method of 
treatment really does no good. 

Somewhat less prominent have been the contro- 
versies about the etiology of multiple sclerosis. How- 
ever, in that respect, an old idea about the cause of the 
disease has had a reawakening in the past couple of 
years. This concerns the thought that multiple sclero- 
sis may be due to a spirochete. 

The relationship of a spirochete to multiple sclerosis 
has been the story of “Now you see them, now you 
don’t.” The idea of a spirochetal etiology had its 
origin just after the turn of the century with comments 
on the similarities between central nervous system 
syphilis and multiple sclerosis. A little later, European 
students of the disease saw spirochetes in the blood 
and tissues of experimental animals that had been 
inoculated with serum and spinal fluid of patients with 
multiple sclerosis, and the same organism (named 
Spirochaeta myelophthora) was said to have been 
demonstrated in the brain and spinal cord of patients. 
Since then, there have developed sizable lists of “seers” 
and “‘nonseers.”” Among the skeptics, was the re- 
doubtable Noguchi—a somewhat paradoxic circum- 
stance in view of that gentleman’s long obsession with 
the thought that he had identified spirochetes in cases 
of yellow fever. In any event, in the instance of multiple 
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sclerosis, Noguchi suggested that discoverers of spiro- 
chetes had been confused by certain morphologic ele- 
ments normally present in citrated or defibrinated 
blood. 

In 1957, Ichelson reopened the issue when she 
reported that she had successfully cultivated spiro- 
chetes from the cerebrospinal fluid in 59 of 76 cases of 
multiple sclerosis (78 per cent), using a special medi- 
um that she had devised. (Now you see them.) In 1958, 
Needham and his colleagues refuted Ichelson’s obser- 
vations in a publication in the Proceedings of the Staff 
Meetings of the Mayo Clinic. The Mayo Clinic workers 
attempted Ichelson’s technique with cerebrospinal 
fluid from 32 patients whose clinical records seemed 
unmistakably to indicate a diagnosis of multiple sclero- 
sis. The results were a complete blank; they found 
spirochetes in none of the cases. They concluded, 
“The probability that this failure resulted from chance 
alone is infinitesimal.” (Now you don’t.) At year-end 
1958, the American Journal of the Medical Sciences pub- 
lished a ““Now-you-see-them” article by Myerson and 
his colleagues. Those researchers, also following 
Ichelson’s lead, did successfully cultivate spirochetes 
from multiple sclerosis patients but not from controls. 
They were convinced that they were dealing with a 
living organism and not with an artefact. They won- 
dered if the failure of the Mayo Clinic group might not 
have been attributable to a variation of method. 

It is evident from the fluctuations of opinion about 
spirochetes in multiple sclerosis that an etiologic re- 
lationship of those organisms to the disease has by no 
means been established. Still, there are strong impli- 
cations to that effect, and it must be concluded that 
further intensive investigation of the problem de- 
serves high priority. 


“GUEST EDITORIAL 


Cardiac Massage in Medical Patients 


Carp1ac ARREsT as defined by Sandove is a term used 
to cover a group of patients in whom there is apparent 
death, and in whom hope for resuscition still exists. 
This definition implies that there is not an irreversible 
death-causing condition. 

While most instances of cardiac arrest occur during 
surgery, an appreciable number occur in the hospital 
room, emergency room, physician’s office and home. 
Successful treatment in such cases is entirely dependent 
upon the availability of means for restoring and sus- 
taining heart action. The proper aftercare necessitates 
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the close proximity of a well-equipped operating room 
and physicians skilled in chest surgery and anesthesia. 
Thus the treatment of cardiac arrest by massage is best 
undertaken only in the emergency or hospital room. 

The diagnosis of cardiac arrest is difficult to make 
in the absence of electronic equipment, but the “four- 
minute” limit precludes this refinement. The physician 
who is called must make the decision almost instantly 
on the basis of palpation, observation and auscultation. 

The treatment, as noted by Beck, can be divided into 
two broad categories: (1) to re-establish the oxygen sys- 
tem and (2) to restore cardiac function. Speed is im- 
perative, and time must not be lost assembling equip- 
ment. Mouth-to-mouth, or mouth-to-airway effectively 
satisfies the first phase of treatment. 

As soon as a patent airway is present, the sternal 
area should be sharply struck. This action will some- 
times restart the heart. If unsuccessful, the chest is 
then incised along the left fourth intercostal space an- 
teriorly. The handiest cutting instrument is the best. 
Only the skin should be cut with the first incision, so 
that if active bleeding is encountered, no significant 
damage is done. In the absence of arterial bleeding, 
the chest is then opened and the right hand inserted. 
At this point it may be necessary to fracture the ribs. 
The pericardium need not be opened, but the heart is 
palmed through it. The heart is then firmly but not 
violently squeezed, much as a balloon. The hand should 
be opened actively to allow proper filling of the heart. 
The maneuver should be repeated at the rate of 50 per 
minute. The presence of a palpable peripheral pulse 
is ample evidence of the proper method of massage. 
At this time the pericardium should be opened so the 
heart is under direct observation. As soon as the heart 
beat is restored, the patient should be removed to sur- 
gery. However, until the surgeon and anesthetist are in 
place, the original personnel must continue their efforts. 

Bleeding can be adequately controlled by pressure. 

« Two or 3 cc. of 1:10,000 epinephrine solution (1 cc. of 
aqueous epinephrine, 1 :1,000, and 9 cc. of saline) may 
be injected into the cavity of the left ventricle as a stim- 
ulant. This may be of value in ventricular fibrillation if 
an electrical defibrillator is not available. Also 5 or 10 
cc. of 1 per cent procaine solution, applied to the sur- 
face of the heart, may help to control fibrillation. 

Successful cardiac massage in medical patients de- 
pends upon the presence of an aggressive, informed 
physician and the availability of facilities for proper 
aftercare. To this end, I have devised a poster designed 
to be hung in the emergency room and nurses’ stations 
that refreshes the physician’s mind as to the procedure, 
indicates the site of incision, and supplies the neces- 
sary instruments in sterilized paper containers.—L. P. 
CARMICHAEL, M.D., Miami, Fla. 
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by Gastroscopy 
and Gastroscopic 


EDWARD B. 


Assistant Clinical Profes 
Endoscopist, Massachuse\ts 
Boston, Massachusetts 


With rare exceptions, gastroscopy is used only for 
diagnosis. It is not a routine procedure. X-ray 
studies should always precede gastroscopy. Con- 
traindications include a high fever, prostration, 
debility, serious heart disease, marked dyspnea 
and some types of psychosis. Gastroscopy is essen- 
tial in the differential diagnosis of gastritis, 
lymphoma and infiltrating carcinoma. 


MopERN GasTroscopy began in Germany in 1932 with 
the development of the Wolf-Schindler flexible gastro- 
scope. This instrument was first demonstrated by 
Schindler to the Medical Society of Munich on July 6, 
1932, and was first used in the United States by Bene- 
dict on April 6, 1933. 

The Benedict flexible operating gastroscope (Figure 
1) was first described in 1948. The newest model of this 
gastroscope is only 13 mm. in its largest diameter and 
is therefore not difficult to pass. No other gastroscope 
need be used for preliminary observation. The great 
advantage of the operating gastroscope is a special 
channel for: 

1. Introduction or withdrawal of air. This helps 
determine flexibility of the stomach wall. 

2. Passing a plastic tube for aspirating secretions. 
This helps in clearing the stomach and provides a con- 
venient way of saving secretions for cytologic study. 

3. Passing a flexible biopsy forceps to obtain a speci- 
men for microscopic study. 

Many of these biopsy gastroscopes have been sold 
and are in general use. Many thousand examinations 
have been carried out with this method and many 
biopsies have been obtained. 


Indications 


Whereas bronchoscopy and esophagoscopy are used 
for both diagnosis and treatment, gastroscopy, except 


Figure 1. Benedict flexible operating gastroscope used for observation 
as well as aspiration of secretions and biopsy. (Courtesy of the New 
ENGLAND JOURNAL OF MEDICINE.) 
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in rare foreign-body cases, is used only for diagnosis. 
Although it is a frequent and important method of 
examining the stomach, it is not a routine method to 
be used in every patient with gastrointestinal com- 
plaints. Since x-ray examination is easier than gastros- 
copy and since it gives the gastroscopist information 
as to whether or not the esophagus is normal, x-ray 
study of the esophagus, stomach and duodenum 
should always precede gastroscopy. Furthermore, if 
x-ray examination reveals a fairly obvious carcinoma 
of the stomach or an active duodenal ulcer, the 
chances are that gastroscopic examination will be 
essentially noncontributory. On the other hand, 
gastroscopy may change a diagnosis of carcinoma to 
one of lymphoma or other type of tumor, or may reveal 
a severe gastritis with erosion, ulceration and hemor- 
rhage, in addition to a duodenal ulcer. Thus the im- 
portance of gastroscopy is very great, but it still 
should not be a routine method of examination. The 
indications for gastroscopy are: 

1. Persistent gastrointestinal symptoms with nega- 
tive x-ray examination. 

2. When the question of gastritis is raised clinically 
or by x-ray examination. 

3. To help differentiate benign from malignant gas- 
tric ulcer. It has been shown by the writer that when 
the gastroscopist gets a satisfactory view of the lesion, 
his chances of making a correct diagnosis are greater 
than those of the radiologist. 


Figure 2. Acute gastritis with reddening, edema and adherent secre- 
ton. There is very likely an element of chronic gastritis which can be 
determined only by the pathologic examination of a biopsy. (Courtesy 
of Surcery, Gynecotocy AND 1943.) 
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4. To differentiate between gastritis, lymphoma and 
diffuse carcinoma. The gross appearance of the lesion 
is often not characteristic but gastroscopic biopsy 
should determine the diagnosis. 

5. To differentiate benign from malignant tumors. 
Gastroscopy may demonstrate a circumscribed sub- 
mucosal mass which is probably benign. Biopsy of 
such a tumor may disclose its exact histology. 

6. To study gastric polyps. Smooth polyps with a 
long pedicle are almost always benign; irregular or 
ulcerating polyps with a broad sessile base may be or 
may become malignant. 

7. To study deficiency diseases such as pernicious 
anemia, scurvy, sprue and pellagra. 

8. Unexplained anorexia, indigestion, fatigue or loss 
of weight. When any of these symptoms are present, 
gastroscopy may reveal an unsuspected gastric tumor 
or gastric atrophy. 


Contraindications 


Esophageal obstruction is the only absolute contrain- 
dication to the passage of the flexible gastroscope. In 
this category are included all types of mechanical 
obstruction due to malignant tumors, benign tumors, 
benign strictures, lye strictures and esophageal webs. 
These should be diagnosed first by x-ray study and 
then examined by esophagoscopy. 

Extrinsic pressure. Unless there is very severe de- 


Figure 3. Gastric atrophy. Note pale mucosa with visible blood vessels 
seen only in gastric atrophy. (Courtesy of the New ENGLAND Jour- 
NAL OF MEDICINE.) 
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formity of the esophagus from extrinsic pressure, 
gastroscopy can usually be carried out. 

Esophageal varices. This diagnosis is usually made 
by the radiologist. In certain cases the diagnosis is 
missed by x-ray and made by esophagoscopy. Gas- 
troscopy may be indicated to determine the presence 
or absence of varices in the stomach. The smooth 
passage of a small flexible gastroscope is not contrain- 
dicated in patients with esophageal varices during an 
asymptomatic period. 

Other contraindications include high fever, prostra- 
tion, debility, serious heart disease, marked dyspnea 
and some types of psychosis. 


Gastritis 


Only three types of gastritis should be considered 
because the pathologist cannot recognize anything 
except acute, chronic or atrophic. The terms super- 
ficial gastritis and hypertrophic gastritis should be 
abandoned. 

Acute gastritis, Gastroscopically the presence of red- 
dening, edema and adherent secretions has been con- 
sidered diagnostic of superficial gastritis, which ac- 
cording to Benedict and Mallory corresponds fairly 
well to the diagnosis of acute gastritis as described by 
the pathologist (Figure 2). Tlie only way to make a 


Figure 4. Gastric ulcer. Note clean gray base and sharp red margins 
with no nodularity. (Courtesy of New ENGLAND JOURNAL OF MEDI- 
CINE.) 


positive diagnosis of acute gastritis is by biopsy w|iich 
may be taken at gastroscopy or which may be accom- 
plished by means of the blind gastric suction biopsy 
tube as described by Wood, Doig, Motteram and 
Hughes and later by Joske, Finckh and Wood. In the 
general run of patients seen at this hospital there are 
comparatively few suffering from acute gastritis. 

Chronic gastritis. This is a fairly common disease, the 
diagnosis of which has been made very loosely clini- 
cally, radiologically and even gastroscopically. A clini- 
cal diagnosis of gastritis has frequently been used as a 
sort of diagnostic wastebasket and taken by itself has 
little to substantiate it. A radiologic diagnosis of 
chronic gastritis based on thick folds and increased 
secretion of mucus is often of definite significance, but 
should be confirmed by gastroscopy with biopsy. When 
the radiologist reports thick folds and suggests a diag- 
nosis of “hypertrophic” gastritis, the question may 
arise as to the presence of lymphoma or even diffuse 
infiltrating carcinoma. In such instances, gastroscopic 
biopsy is exceedingly important. 

Gastric atrophy. Partial or complete gastric atrophy 
(Figure 3) tends to occur with advancing age and with 
it hypoacidity and anacidity. Gastric atrophy may 
exist as an independent entity but is also commonly 
seen in pernicious anemia. 

Gastritis in the postoperative stomach. This form of 


Figure 5. Benign gastric polyp showing biopsy forceps in place. 
Pathologic report from biopsy was adenoma later confirmed by 
operation. (Courtesy of Missourt Mepicine, 1955.) 
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gastritis is no different from others. It may be acute or 
chronic and there may or may not be erosions or super- 
ficial ulcerations. Biopsy of the gastric remnant helps 
yery much in determining the degree of gastritis. Some- 
times the gastroscope and the biopsy forceps may be 
introduced through the stoma into the jejunum and a 
diagnosis of normal jejunal mucosa or jejunitis may 
thus be established. 

Correlation of gastroscopic appearance of gastritis with 
the microscopic lesion. Atkins and Benedict studied 239 
gastroscopic biopsy specimens in an attempt to corre- 
late the gastroscopic appearance of gastritis with the 
microscopic lesion. They concluded: 

“In stomachs that appear normal to the gastro- 
scopist, there is a 13 per cent chance that there is a 
significant degree of gastritis. The verrucous appear- 
ance of the gastric mucosa thought gastroscopically 
to be chronic (hypertrophic) gastritis is associated 
with a normal histologic picture in most cases. This 
finding indicates that the verrucous nature of the 
mucosa is probably a normal variant. The term hyper- 
trophic gastritis should therefore be abandoned. 

“The areas of increased mucosal reddening, with 
edema and adherent secretions—recognized by the 
gastroscopist as superficial gastritis—usually showed 
either a normal histologic picture or an acute inflam- 
matory infiltrate, in most cases being normal. 


Figure 6. Large irregular mass typical of carcinoma. (Courtesy of 


New Excianp Journat or MEDICINE.) 
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“The gastroscopic picture of a mixed acute and 
chronic gastritis was found to show complete or partial 
microscopic correlation in about a third of the cases. 
About half the specimens had a normal microscopic 
appearance. 

“It is evident, therefore, that gross gastroscopic 
appearances are not reliable in the diagnosis of gastritis. 
For diagnostic accuracy gastroscopic biopsy under 
direct vision must be done, or tissue must be obtained 
by the flexible gastric-biopsy tube.” 

Ylvisaker, Carey, Myhre and Carey, as well as 
Selesnick and Kinsella, conducted gastroscopic biopsy 
studies of gastric mucosa with somewhat similar find- 
ings. Reference should also be made to Henning’s 
work on gastric biopsy and cytology. In a similar vein, 
Palmer obtained 42 normal biopsies out of 53 speci- 
mens thought to be hypertrophic gastritis. It thus 
appears evident that many gastroscopists believe the 
previous concept of hypertrophic gastritis must be 
revised. 


Gastric Ulcer 


The role of gastroscopy in gastric ulcer is threefold: 

1. To confirm or exclude the diagnosis. 

2. To demonstrate one or more gastric ulcers which 
may not have been demonstrated by x-ray examination. 


Figure 7. Some nodularity of gastric mucosa is seen on the right. 
There are also erosions and hemorrhage. Diagnosis was considered 
to be gastritis by x-ray and also by gastroscopy. The biopsy instrument 
was not available at the time of examination. The final report was 
carcinoma of the stomach, which could have been determined by gas- 
troscopic biopsy. (Courtesy of New ENGLAND JOURNAL OF MEDICINE.) 
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Figure 8. Marked nodularity of mucosa surrounding a triangular 
ulceration. The nodularity makes one very suspicious of carcinoma. 
Lymphoma must also be considered. Gastroscopic biopsy would have 
been important. However, the final diagnosis at operation was 
benign gastric ulcer. Negative biopsies are not of very great value. 
Positive biopsies are of great help in distinguishing gastritis, car- 
cinoma and lymphoma. (Courtesy of AMERICAN JOURNAL OF 
ROENTGENOLOGY AND Rapium Tuerapy, 1946.) 


3. To attempt to differentiate benign from malignant 
ulcer. 

If the gastroscopist can get a good view of a gastric 
ulcer (Figure 4) and if the lesion has sharp margins 
and a clean base with no surrounding irregularity, the 
lesion is probably benign. Biopsy is helpful chiefly if 
positive for malignancy. Microscopic malignancy is 
impossible to exclude by any of our present diagnostic 
methods. 


Tumors, Carcinoma and Lymphoma 


Although it is possible in certain instances to take a 
biopsy from a gastric polyp and get a pathologic rejort 
of benign adenoma (Figure 5), it is seldom possible to 
be 100 per cent certain that there is no malignancy 
at the base of the polyp. 

Gastroscopy should be performed whenever doubt 
exists as to the presence or absence of carcinoma of the 
stomach. It is especially useful in the differential 
diagnosis of carcinoma, gastritis and lymphoma 
(Figures 6, 7 and 8). In this situation, biopsy is 
extremely important. 

Gastric biopsy in suspected lymphoma is of very 
great importance. The finding of thick rugae by x-ray 
very often raises the question of lymphoma and in such 
cases gastroscopy with biopsy is indicated. Gastroscopy 
without biopsy is of almost no value in the differential 
diagnosis of gastritis, lymphoma and infiltrating car- 
cinoma. A positive pathologic diagnosis of lymphoma 
is irrefutable. When under such circumstances the 
pathologist reports only chronic gastritis, it can be felt 
with reasonable assurance (especially if several biopsies 


have been taken from different areas) that lymphoma 
has been excluded. 


Conclusions 


In many instances it is evident that a complete 
gastroscopic examination should include biopsy under 
direct vision. Gastroscopy should not be a routine 
procedure. It should be reserved for all cases of sus- 
pected gastritis, unexplained gastrointestinal symp- 
toms (especially unexplained hemorrhage) and in all 
cases in which the differential diagnosis is difficult. 

Gastroscopy with biopsy is of great importance in 
the study of gastritis and is essential in the accurate 
differential diagnosis of gastritis, lymphoma and infil- 
trating carcinoma. 


For Better, or for Worse? 


IT Is NATURAL to approve or disapprove more or less violently of those changes that one 
believes may affect his own way of life for better or for worse. In particular there is fear of the 
unaccustomed encroachment of government on affairs that were once considered as relatively 
private matters, even when conducted for the public good—an encroachment that entails 
magnificently increased expenditures, inevitable extravagance and waste, fantastically higher 


taxes and spatial indebtedness. 


Such is the course, nevertheless, toward which the world has turned, in the general in- 
terests of the common man and almost without regard for class distinction. The still unsolved 
problem, as with all things revolutionary, is to make it work, short of disaster.—New England 
Journal of Medicine (259: 696, Oct. 2, 1958). 
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Spasm is one of the basic homeostatic mechanisms. 
Bronchial spasm is recognized as the cardinal manifestation 
of allergic bronchial asthma. This article discusses 

the salient features of sustained or periodically recurring 
tonic contraction of peribronchial and peribronchiolar 
smooth muscles which are not related etiologically 

to allergic factors. 


ANDREW L. BANYAI, M. D. 


Clinical Professor of Medicine, Emeritus 
Marquette University School of Medicine 


Chicago, Illinois 


Nonallergic Bronchospasm 


In spire of its common occurrence, the medical profes- 
sion is not cognizant of bronchospasm as a disease 
entity which requires serious attention. It occurs from 
infancy to old age. It may develop in persons with con- 
genital or acquired imbalance of the autonomic nervous 
system, with parasympathetic predominance. 


Etiology 


Circumstances which lower the sensibility threshold 
of the parasympathetic nerves are bound to invite 
bronchial spasm. Its increased incidence has been ob- 
served during menstruation. Conversely, it is a rare 
affliction during pregnancy. Apropos of this phenom- 
enon, allergic bronchial asthmatic attacks may dis- 
appear in a great many instances of pregnancy. This 
is attributable to a uniform atony of the smooth muscles 
which results from dominance of the sympathetic com- 
ponent of the autonomic nervous system to set up an 
optimal conditioning for gestation. On the other hand, 
I have noted a higher incidence of this condition in 
menopause than before menopause. This may possibly 
be brought about by the increased histamine level of the 
blood of a substantial percentage of women during this 
phase of their lives. 


PutmonarY DISEASES 


Pulmonary diseases which may cause vagal irritation 
and thus bronchoconstriction, include the following: 
parenchymal, interstitial and bronchial infections. In 
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addition to mechanical irritation of the vagal nerve 
endings by swelling of the mucosa and by catabolic 
products of inflammation, histamine is liberated from 
the leukocytes destroyed. 

Moreover, increased acidity of the tissues develops 
in association with inflammatory processes occurring 
in the lung. This local tissue acidosis is brought about 
by the decomposition of leukocytes and by the conse- 
quent liberation of lactic acid. The concentration of 
the latter in a leukocytic exudate may reach a level 
20 times that in the blood. 

Bronchitis caused by irritants other than pathogenic 
microérganisms may be associated with bronchospasm. 
Some degree of bronchospasm should be anticipated in 
any type of bronchial inflammation. The latter may be 
diffuse, bilateral or it may be lobar, segmental or re- 
gional. Pulmonary fibrosis has been found a frequent 
cause of bronchospasm. 

In reference to genuine or hypertrophic emphysema 
(also known as pseudohypertrophic emphysema), 
there are three points of interest. First, it is reasonable 
to assume that irritation of the vagal nerve endings is 
brought about by undue stretching of the bronchi. 

Secondly, hypoxia associated with emphysema is 
a most likely cause of concomitant lactic acidosis. 
The latter is a known inciting cause of bronchospasm. 

Thirdly, protracted bronchospasm is bound to 
result in trapping of air distal to sites of bronchial 
constriction and will therefore favor the progress of 
emphysema. 
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Heart DIsgEAsE 


It is axiomatic that there is an increased irritability 
of the vagus nerve in heart disease. Current concepts 
regarding dyspnea on exertion and cardiac asthma 
are not entirely plausible or applicable to patients 
with essential hypertension. Evidence of pulmonary 
edema and other signs of heart failure may be absent 
in these patients although they have exertional 
dyspnea. 

In cardiac asthma, the sudden onset of alarming 
dyspnea with the subjective sensation of imminent 
catastrophe is probably not due solely to pulmonary 
edema of recumbency. Bronchospasm elicited by pul- 
monary stagnation may be a major factor in bringing 
about the manifold aspects of this syndrome. 


CARCINOIDS 


It may be of interest to refer to a rather unusual 
cause of bronchospasm, namely, malignant (function- 
ing, metastasizing) carcinoids. These tumors produce 
large amounts of serotonin derived from one of the 
essential amino acids, tryptophane. Serotonin has 
been shown to have cholinergic (parasympatheticomi- 
metic) effect. Too, its increase in the blood serum is 
associated with increased level of histamine. The latter 
is also bronchospastic. Thus serotoninemia may cause 
bronchospasm in a dual manner. 


REFLEX 


Bronchospasm is frequently encountered as a result 
of a reflex which originates from extrapulmonary areas 
innervated by the vagus nerve or through direct or 
indirect transmission of nerve impulses from the pleura, 
mediastinum, chest wall or the diaphragm. Accordingly, 
undue distention of the stomach, intestines, gall bladder 
or severe scoliosis may be associated with broncho- 
spasm. Its occurrence after major abdominal operations, 
particularly operations in the upper abdominal region, 
is a well-established fact. 

The most common cause of reflex bronchospasm is 
irritation of the upper respiratory tract. The inciting 
impulse from this trigger area is conveyed through 
anastomosis between the glossopharyngeal, trigeminal 
and vagus nerves. 


IATROGENIC BRONCHOSPASM 


In daily practice, instances of bronchospasm may 
not only be overlooked but also, inadvertently, pro- 
voked or aggravated by medication. In this connection, 
one may mention drugs, such as pilocarpine, physo- 
stigmine, large doses of curare, morphine, large doses 
of codeine and digitalis. Also, it is known that topical 
application of cocaine in the upper or lower air pas- 
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sages, prior to diagnostic studies, may exert the same 
adverse influence. Vigorous diuresis induced in pa- 
tients with heart failure may result in hyperpotasse mia. 
The latter favors the liberation of acetylcholine which, 
in turn, stimulates parasympathetic nerve endings. 

Bronchospasm may be provoked by excessive pro- 
duction of bronchial mucus by medicinal agents. Phy- 
sicians who prescribe drugs which belong in this cate- 
gory should be aware of this possibility. This group 
of drugs includes ammonium chloride and other salt 
expectorants, potassium iodide and other iodide 
preparations, antimony and potassium tartrate and re- 
lated medicaments. Fortunately, one can counteract 
such a development by the simultaneous administra- 
tion of bronchospasmolytic remedies. 


SMOKING AND COUGHING 


It is known that nicotine exerts an acetylcholine- 
like action. Tobacco smoking, through inhalation and 
swallowing of nicotine may result in bronchospasm in 
two other ways: (1) by causing bronchitis (surface 
corrosion by nicotine) and (2) by causing a chronic 
cough provoked by irritation of the air passages. In- 
creased bronchial secretions during smoking predis- 
pose to bronchial occlusion. This may be one of the 
reasons that postoperative pulmonary complications 
have a higher incidence in smokers than in non- 
smokers. Retention of tar of tobacco leaves by bron- 
chospasm may be a contributory factor to carcino- 
genesis of the lung. 

Cough is such a common symptom that more often 
than not it is disregarded and neglected by the indi- 
vidual. One of its many possible harmful sequels is 
bronchospasm. The latter may be brought about by 
pulmonary hypoxia resulting from excessive coughing. 
Also, stretching of the bronchial mucosa during strenu- 
ous coughing may irritate vagal nerve endings so as to 
cause bronchiai constriction. 

Bronchospasm may be observed as one of the psycho- 
somatic diseases. Its appearance through psychogenic 
influences has been revealed by bronchoscopic observa- 
tions. In these instances of bronchospasm, it is brought 
about by an intricate mechanism. Stress causes hyper- 
potassemia (hyperkalemia). The latter, as stated previ- 
ously, leads to an increase in acetylcholine at the vagal 
nerve endings, with consequent bronchospasm. 

Bronchospasm is likely to interfere with physiologic 
bronchial peristalsis and therefore cause bronchial 
dysrhythmia (dyskinesia). The latter condition dis- 
rupts normal bronchial clearance (bronchocatharsis). 
This, in turn, is followed by retention of pathogens, 
noxious inhalants and inflammatory exudates. Bron- 
chitis, bronchiectasis, atelectasis and bronchopneu- 
monia may result from recurrent, protracted broncho- 
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spasm. Retained exudate may subsequently be trans- 
formed into fibrous tissue. 

I have encountered a great many instances of genuine 
emphysema (hypertrophic or pseudohypertrophic em- 
physema) in which there was no history of protracted 
cough, neither were there findings characteristic of 
long-standing, extensive pulmonary parenchymal, 
bronchial, interstitial or vascular disease. All these 
individuals showed evidence of bronchospasmophilia, 
that is, pronounced tendency to bronchospasm. For 
this reason, these cases of emphysema are best classi- 
fied as bronchospasmogenic in origin, in preference to 
the term, idiopathic or agnogenic emphysema. The 
high incidence of peptic ulcer in these individuals sup- 
ports my opinion of the prominent role of neurogenic 
(vagotonic) influences in the origin of this type of 
emphysema. 

Often, one finds evidence of localized (regional) 
emphysema which is limited to a lobe, to a segment or 
subsegment. Whenever bronchospasm sets up a check- 
valve mechanism, some of the air inhaled is trapped in 
areas distal to the bronchial constriction, during ex- 
piration. The enhanced intrapulmonary air pressure 
during cough, which may reach 200 mm. of mercury, 
drives added increments of air beyond the site of 
bronchospasm and thus leads to sustained regional 
pneumatic hypertension. When check-valve type of 
bronchospasm is pronounced in both lungs, the result- 
ing pathologic change may be designated as pre- 
emphysematous or emphysematoid. 

Collection of air in cystic form may be the result of 
bronchospasm. Conventionally, this is referred to as 
bulla within the lung parenchyma and as subpleural 
bleb when it is localized near the surface of the lung. 
With cumulative increase in their air content, these 
structures may rupture toward the pleural cavity, caus- 
ing spontaneous pneumothorax, or toward the sup- 
portive tissues of pulmonary blood vessels. From the 
latter site the air passes along the vascular sheaths 
toward the hilum. Subsequently, either pneumomedias- 
tinum or spontaneous pneumothorax may follow pul- 
monary interstitial emphysema. Localized emphysema 
may compress adjacent alveoli and induce secondary 
“perifocal” atelectasis. In reference to atelectasis, one 
may observe that not infrequently dyspnea is more 
severe than would correspond to the reduction of the 
respiratory surface area by atelectasis. This phenom- 
enon is explained on the basis of pulmonary vagal irri- 
tation which disturbs the cycles of the Hering-Breuer 
reflex. Spasm of the bronchial muscles irritates sensory 
receptors of the vagus nerve lodged in these muscle 
bundles. 

Recurrent episodes of bronchospasm over a pro- 
longed period are likely to result in hypertrophy of the 
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peribronchial and peribronchiolar smooth muscles. It 
is known that bronchospasm is associated with reduced 
respiratory motions of the diaphragm. This state of 
affairs may be a contributory factor to the high inci- 
dence of postoperative complications in persons with 
this disorder. The possible role of bronchospasm in 
pulmonary carcinogenesis, mentioned in connection 
with smoking, applies to all atmospheric carcinogens. 

Bronchospasm begets bronchospasm. Obviously, this 
vicious circle makes efficacious therapeutic measures 
mandatory. 


Symptoms 

Symptomatically, bronchospasm presents a kaleido- 
scopic picture. Its chief components are wheezing, 
dyspnea, cough and chest pain. They appear in various 
combinations and with variability in onset, duration, 
intensity and preponderance. The tremendous reserve 
capacity of the lung is partly accountable for the varie- 
gated complaints. Symptoms associated with broncho- 
spasm of limited extent are likely to be slight. On the 
other hand, they may be distressing, even alarming, 
when bronchospasm is generalized or when it occurs 
in patients with heart failure. Wheezing with prolonged 
expiration, with or without dyspnea, may be inter- 
mittent or sustained. In the latter instance, these symp- 
toms may persist for several weeks. They may be pre- 
cipitated or aggravated by climbing stairs, by other 
forms of physical exertion, by exogenous factors (sud- 
den meteorologic changes), endogenous influences, 
such as premenstrual pulmonary congestion, or by 
mental and emotional tension. Wheezing and dyspnea 
may be nocturnal, 

A patient with bronchospasm limited to one lobe 
may complain of a sensation that the air inhaled did 
not reach that particular part of the lung. 

Concomitant cough may be slight or severe. Sputum 
may be entirely absent or scanty, clear and viscous. Of 
course, underlying pathologic alterations in the lung 
influence its character. 

Pain and tightness in the chest may be localized any- 
where over the thoracic cage. In rare instances, the 
patient complains of precordial constriction. Peri- 
bronchial muscular contraction and consequent bron- 
choconstriction with hypoxia are the likely provocative 
factors of this symptom. Also, thoracic pain may origi- 
nate from reflex spasm of the intercostal muscles or of 
the diaphragm. 

Bronchospasm may have its inception during senes- 
cence. In such cases, when the condition is severe 
enough to result in prolonged hypoxemia, the patient 
may complain of headache, giddiness, weakness, in- 
somnia and tachycardia. 


91 


§ 

4 
4 


e 
t 
1 
n 
€ 
ic 
n ig 
i- : 
is 
ic 
ht 
al 2 
ic 
$- 
S, 
n- 
O- 
5 


Diagnosis 


Diagnostic studies should evaluate history, symp- 
toms, personality, objective signs, physical, x-ray and 
laboratory findings, function studies, therapeutic tests 
and, if necessary, bronchoscopic examination. On in- 
spection, as well as by instrumental measurements 
(pneumogram, pneumotachogram, expirogram), there 
is obvious prolongation of expiration. The diagnosti- 
cian should think of bronchospasm whenever dyspnea 
is more pronounced than demonstrable cardiopul- 
monary disease would suggest. 

In generalized bronchospasm the percussion note is 
hyperresonant over both lungs. Breath sounds are 
diminished or exaggerated, depending upon the de- 
gree of bronchial patency and pulmonary distention. 
Sibilant and sonorous rales are heard over both lungs. 
Should bronchospasm be limited to one lung or to one 
lobe, abnormal physical findings are confined to corre- 
sponding areas. In instances of regional bronchospasm, 
**musical”’ rales may be heard over sites other than the 
primary area of original involvement. 

Fluoroscopic and roentgenographic examinations are 
essential. In generalized bronchospasm one finds dis- 
tention and limitation in motion of the thoracic cage. 
The diaphragm occupies a low position and its excur- 
sions are less than normal. Radiotranslucency of the 
lung is increased and the lung appears anemic. In 
instances of regional bronchospasm, a bronchogram 
offers revealing information. Implicated bronchial pas- 
sages show narrowing or complete obliteration. 

Roentgenologic studies in two separate sets, namely 
before and after administration of bronchospasmolytic 
drugs, have been found of value in the diagnosis of this 
condition. 

In generalized bronchospasm the vital capacity of 
the lung and the maximal respiratory flow rate are 
decreased; also, one finds oxygen deficit and hyper- 
capnia. Bronchospirometry is needed for estimating 
lobar and segmental respiratory insufficiency. 


Treatment 


Complete symptomatic relief can be anticipated from 
the use of appropriate medicinal measures, augmented 
when necessary by orthopsychologic conditioning. Ade- 
quate therapeutic intervention directed toward the 
underlying provocative disease is indispensable. The 


direct aim of treatment is to restore the normotonic 
status of the peribronchial and peribronchiolar smooth 
muscles, Of epinephrinelike drugs, isopropylepineph- 
rine has superior value in my experience. It is available 
under a variety of proprietary names, such as Isuprel, 
Aludrine, Norisodrine, Isonorin. Phenylephrine hy- 
drochloride (Neo-Synephrine Hydrochloride) is chem- 
ically closely related to epinephrine. Other effective 
bronchorelaxant remedies are ethylnorepinephrine 
hydrochloride (Butanephrine) and 2.25 per cent solu- 
tion of racemic epinephrine hydrochloride (Vapo- 
nephrin). 

Ephedrine and several ephedrinelike compounds are 
suitable for inducing satisfactory relaxation of spastic 
bronchi. Of this group, mention should be made of 
synthetic racemic ephedrine hydrochloride (Ephe- 
tonin), methoxyphenamine hydrochloride (Orthoxine) 
and phenylpropanolamine hydrochloride (Propadrine). 

Aminophylline is a remarkably efficacious broncho- 
spasmolytic drug through its direct action upon the 
peribronchial smooth muscles. 

My results with a number of anticholinergic prepara- 
tions (parasympathetic blocking drugs) have been 
highly satisfactory in reducing excessive vagal tone. I 
prefer the administration of oxyphenonium bromide 
(Antrenyl Bromide). Other clinicians recorded good 
results with penthianate bromide (Monodral Bro- 
mide), propantheline bromide (Pro-Banthine) and 
dicyclomine hydrochloride (Bentyl Hydrochloride). 

Atropine, scopolamine and similar cholinergic 
blocking drugs should be used with care and circum- 
spection because of possible untoward effects, such as 
inhibition of ciliary function and reduction of secre- 
tions of bronchial mucosal glands. 

Patients under close observation may be given one 
of the corticosteroids, prednisone or prednisolone. 
Their bronchospasmolytic action is indeed impressive. 

Reflex bronchospasm of nasal origin, which is asso- 
ciated with excessive postnasal drip, may be relieved 
by brief antihistamine medication. 

Ergotamine prevents reflex bronchospasm, which re- 
sults from certain forms of nasopharyngeal irritation. 
In cases of this type, administration of this drug with 
caffeine is advantageous. Caffeine exerts slight broncho- 
spasmolytic effect. 

Adjunct measures are resorted to according to the 
individual requirement of the case. It is mandatory to 
treat the underlying provocative disease. 
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such teach others who themselves excel.’ 
Pope, Essay on Criticism 


“The physician is the servant of the art, and 
the patient must combat the disease along 
with the physician. ”’ 

HipPocraTEs 


TEACHING OF PATIENTS is an essential part of every 
doctor’s practice. Time was when the doctor functioned 
as high priest and oracle. His order was law, his de- 
cisions were unquestioned and the reasons weren’t 
revealed. All this has changed. The present-day patient 
wants to know why digitalis or insulin is prescribed, 
why a cholecystectomy has been recommended or 
why the thyroid gland must be removed. And implicit 
in the answer to “why” is the answer also to “how” 
the particular condition came about and “how” the 
proposed measure is expected to remedy this. 

Many things account for this change in attitude. The 
practice of medicine does not exist in a vacuum; it is a 
part of the society around it. Changes in that society 
are bound to be reflected in the practice of medicine. 
The continuous increase in the average level of educa- 
tion is one such factor. In 1920, for instance, 6 per 
cent of the population could not read or write. By 1950 
this had been lowered to 3.2 per cent. The median 
number of years of school completed is now 8.2 for 
persons 65 years of age and older, and this median 
mcreases progressively to 12.1 years for persons be- 
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The Doctor as a Teacher 


HARRY F. DOWLING, M.D. 


Department of Medicine 
University of Illinois 
Chicago, Illinois 


Today’s doctor must make a continuing and conscientious effort 
to answer questions posed by patients. Therapeutic 

and diagnostic procedures must be expressed in a language 

the patient can understand. Illustrations are often useful. 


tween the ages of 25 and 29. Persons with a higher 
level of education have more acquaintance with biology 
and psychology and may even have studied human 
physiology and hygiene. 


People Want Information 


Their curiosity has been whetted. They have a frame- 
work of “why’s” and “how’s” that they want to fill. 
And when the subject matter concerns them or their 
family they are particularly importunate in their de- 
mands for information. 

Likewise effective in stimulating the public’s appetite 
for medical knowledge have been the hors d’oeuvres 
served almost daily by the press. Scientific and espe- 
cially medical reporting is a phenomenon that has 
arisen almost entirely within the past 25 years. Pages 
and pages of newsprint are fed to an increasingly larger 
and more avid body of readers. These people, then, 
often have some information about the disease under 
consideration before they come to the doctor’s office. 
They expect to discuss it on the basis of their advanced 
knowledge and not be treated as if they were ignorant 
of the whole matter. 

A third important factor that impels the patient to 
seek a thorough explanation from the doctor is that 
the medical profession no longer occupies a status 
that is superior to most other occupations. Not too 
long ago the only learned professions in addition to 
medicine were the clergy, the law and teaching. In the 
past few decades a host of other professions have taken 
their places beside these as learned professions: psy- 
chology, sociology, economics, engineering, archi- 
tecture and so forth. This means that the physician is 
no longer honored as belonging to a select group, but 
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Sectional view 
of cecum 
and appendix 


Different 
positions taken 
by appendix 


4 Pain areas in appendicitis 


inflamed appendix 


Ruptured appendix 


Figure 1. The position of the appendix and some features of appendicitis. Fig 
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) 9 The brook 
flows quietly 
but murmurs 
around the rock. 


expanded 
ventricle 


Normal valves are very thin and delicate, 

Slender cords lead from the attached 

edges of the valves to the inner walls of the 
_ ventricle. They are like shroud fines of a 
parachute and hold the valves in place. 


Figure 2. Causes of cardiac murmurs and the anatomy of valvular stenosis. 
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VALVULAR STENOSIS 


But a full 
and rapidly 

flowing 
brook will 
murmur 
loudly. 


Therefore, a murmur may occur from an obstruction or sometimes when the 4 
heart is pumping forcefully. In the same way changes in the shape of valves — 
may cause murmurs as in— 


Disease shrivels and thickens the — 
valve and its cords. Infection — 
causes lumps on the valve edges — 
which interfere with the blood — 


flow. 
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rather for the knowledge and skill that he possesses. 
This knowledge he must demonstrate not only by 
action but also by explanation. It also means that the 
increasing number of professional people expect the 
doctor to treat them as equals and will not be content 
with crumbs and scraps of information. 


Working with People 


Another factor in the changing attitude of patients 
is a concept which is at the core of the democratic 
philosophy, namely that we must work with people to 
get them well or keep them well rather than trying to 
accomplish this solely by doing something fo them or 


"for them. In medicine, this change in philosophy has 


occurred simultaneously with the decrease in frequency 
of the catastrophic diseases, such as the infectious 
diseases, where the patient was almost a passive battle- 


ground between microérganisms on the one side «nd 
drugs on the other. There has been a simultaneous 
increase in the frequency of chronic diseases, which 
calls for vigilance, patience and meticulous attention on 
the part of the patient. 

It is useless to rail against these changes. The “yood 
old days,” if they can be called such, where the doctor 
was the be-all and end-all for his patients are gone. 
There will be no turning back. We must be prepared 
for the present and not for the past. In fact, doctors are 
responding to this challenge. A study by Dowling and 
Shakow, of the time spent in various aspects of practice 
by a small group of internists, showed that 19 per cent 
of the time they spent with patients was used for 
health education. 

Several objections have been raised to the teaching 
of patients by doctors. The most common objection is 
that the doctor doesn’t have the time. No doubt doc- 


10 - 14% _Cimbing stars 

4.2% “De scening Stairs or showering 

i 3.6% Walking (246 m.p.h.) 

2.3% "Drivin car 

2.3% Undressing or dressing 

1.4% Eating or standing 
1.2% Sittin 
Energy Expended 
in Ordinary 
1.0% Rest in bed Activities 


Figure 3. the amount energy during a person’s activities. 
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Percentages of deaths 
in overweight people 
200- Men Women 


Figure 4. Excess mortality in obese persons and organs that are affected in obesity. 
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tors are among the world’s busiest people and one 
must be careful in recommending anything that in- 
creases their burdens. But as people become better 
educated, as medicine becomes so complex that close 
cooperation by the patient is mandatory, and as we 
move wherever possible from therapy to prevention, 
health education tends to displace other phases of 
practice which demand less time than formerly. 
Most important of all, what appears to be undue ex- 
penditure of time may actually save time in the end. 
The diabetic patient who has been properly instructed 
is not as likely to go into coma and need his physician 
in the middle of the night. The patient with coronary 
thrombosis who has been told what to expect in the 
way of anginal pain is not likely to wait until he is in 
shock before reporting his myocardial infarction. 


The Doctor’s Role 


Some people protest that health education is not the 
doctor’s job. They say that he has other things to do 
which he is better trained to carry out. It is true that 
people who are not physicians can teach about health. 
Information on hygiene and on diseases in general can 
be given by schools, the press, public health officers 
and others. But when the patient has a specific disease 
or when early detection or prevention of specific dis- 
eases is applicable to him, the only proper instructor 
is the patient’s physician or those who are assisting the 
physician. The instruction must be tailored to fit the 
individual and none but the doctor can determine the 
nature of his case. 

Furthermore, no one has the confidence of the pa- 
tient as does his own doctor. It will often be necessary 
for the doctor to explain to the patient when others 
could do this just as well, because only from the doc- 
tor’s lips will the patient take those words of explana- 
tion. The doctor cannot free himself of this extra task 
of health education without shedding at the same time 
the responsibility. It is obvious that nurses and social 
workers and public health officials cannot take and do 
not want to take the responsibility for health instruction 
as it applies to individual cases (except under the 
guidance of the patient’s personal physician), and for 
the lay person to usurp this prerogative would have 
dangerous consequences. 

If the doctor is to be a health educator he should be 
aware of certain principles that should govern this in- 
struction. Health education should be clear and under- 


standable. Where possible, it should be graphic and 


pictorial, allowing the patient to learn through the eye- 


. as well as through the ears. It should not be beyond the 


capacity of that particular patient to understand. Some 
examples of illustrations suitable for teaching patienis 
are shown in the accompanying figures. 


Useful Illustrations 


For instance, the patient with appendicitis, or the 
patient’s family, may be reluctant to consent to an 
operation because they do not understand what is 
happening in the abdomen or because they have heard 
that the pain of appendicitis is in a certain place, 
whereas the pain in this particular instance may be in 
another place. In such cases diagrams like those shown 
in Figure 1 would be helpful. 

Figure 2 can be used to show a patient with a cardiac 
murmur due to valvular disease how the obstruction 
causes the murmur. On the other hand, if the physician 
has decided that the patient’s murmur is functional, 


hecan use the illustration ofa full brook “murmuring.” 


When the patient with congestive heart failure is 
told to keep his exercise below a certain level, he does 
not know how much a given activity affects the work of 
the heart. A diagram like Figure 3 should make this 
quite clear to him. 

Health education for the prevention of disease is 
likewise important. Figure 4 has been devised so that 
the physician can stress the high mortality rate among 
obese persons and the other effects of obesity, such as 
the strain on the weight-bearing joints, the frequency 
of associated diabetes mellitus and the added work 
required of the heart in the person who is overweight. 

These charts merely serve to show that the doctor 
can increase his effectiveness in teaching patients by 
the use of illustrations. Each doctor will develop his 
own techniques, including illustrative examples. The 
important thing is that he teach the patient in every 
effective way. As Means has said, “Every doctor of 
medicine should teach whenever he gets the opportu- 
nity, not alone to help others, but to help himself, and 
if he does he will find deep satisfaction in it.” 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


The illustrations in this article are from a book entitled That 
the Patient May Know. An Atlas for Use by the Physician in Ex- 
plaining to the Patient, by Dr. Harry F. Dowling and Prof. 
Thomas S. Jones. This book will be published by the W. B. Saunders 
Company, Philadelphia, Pa. 
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Ultraviolet 
in Generai Practice 


EDWIN MATLIN, M. D. 


Mt. Holly Springs, Pennsylvania 


The general practitioner has lost 
interest in the use of ultraviolet. 
This form of therapy 
can be used to produce 
more than ten biologic changes. 
Proper exposure techniques 
are important. 
Approximately 35 dermatologic 
conditions can be treated 
with good results. 
Ultraviolet acts both directly 
and indirectly but is limited 
by the ability of the radiations 
to penetrate the skin. 


THERE IS MORE and more current emphasis on physical 
medicine and rehabilitation. Yet, there has been a loss 
of interest in the use of ultraviolet. Some physicians 
don’t have enough time; others lack space; others re- 
fuse to invest in new equipment or to replace out- 
moded equipment. Whatever the reason, failure to 
use this form of therapy means that the general prac- 
titioner is missing a great opportunity to help his pa- 
tients and himself. He is not using all methods at his 
disposal to benefit his patients. 

Apparently in medicine, as in the automotive in- 
dustry, the purchaser is more interested in the new, 
rather than in the tried and true. The rush for anti- 
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biotic therapy, for cortisone and ACTH resembled a 
miniature gold rush. Tried, true and proven effective 
methods of treating certain conditions went by the 
board. 

Historically, the use of heliotherapy (which is noth- 
ing more than ultraviolet therapy) is the oldest form 
of therapy known to man. Hippocrates built a great 
health center dedicated to Aesculapius and concen- 
trating on light and water therapy. Even the Egyptians 
advocated ultraviolet for the treatment of skin condi- 
tions and certain indolent ulcers. 

But if ordinary sunlight is sufficient, why should the 
physician bother with a man-made apparatus? High 
in the mountains or at the seashore there is some ef- 
fective radiation. However, studies made in metropoli- 
tan areas reveal that even on relatively clear days, dust 
and smoke in the atmosphere filter out most of the 
effective ultraviolet wave lengths.-If this were not bad 
enough, working conditions which force most people 
to work during the sunlight hours make sun bathing 
somewhat impractical. 

It is not necessary to go into the mechanical details 
of the production of ultraviolet for use in general prac- 
tice. However, the doctor should understand that 
ultraviolet wave lengths of 2,400 to 3,100 angstrom 
units (1 angstrom unit is 1 ten-millionth of a milli- 
meter) are in the most effective range. A few words of 
explanation of the rationale for ultraviolet might aid in 
understanding its use. Ultraviolet acts upon the skin 
both directly and indirectly. The direct action is 
limited by the ability of the radiations to penetrate the 
skin. 


Ultraviolet Penetration 


Between 15 per cent and 35 per cent of the ultraviolet 
radiations can penetrate the epidermal layer which is 
0.04 mm. thick. Between 6 per cent and 15 per cent of 
the radiations pass through the superficial corium into 
the deeper corium and subcutaneous tissue. None of 
the radiations go deeper than the malpighian layer so 
that no radiations go deeper than 2 mm. Despite the 


apparent lack of penetration, they do reach superficial . 


blood capillaries and cutaneous nerve endings. This 
type of ultraviolet ray penetration applies to the mu- 
cous membranes as well as the skin, and the appear- 
ance of pigmentation itself does not reduce the pene- 
tration of ultraviolet. Thickening of the epidermis, as a 
result of recent previous exposure, does reduce the 
extent to which ultraviolet may penetrate the deeper 
tissues. 

Ultraviolet radiations are used to produce certain 
well-established biologic changes, i.e. (1) they destroy 
bacteria and viruses; (2) they sensitize cells to heat 
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subsequently supplied by any well-known heating 
means (although this sensitization is limited because of 
its fleeting action) ; (3) they produce vitamin D directly 
from skin sterols; (4) they produce a blood capillary 
vasodilator photochemical substance which increases 
blood flow; (5) they increase the permeability of the 
capillaries and this produces an erythema; (6) they 
can convert some of the skin lipids into photochemical 
products which have antibacterial properties; (7) they 
have an antipruriginous action on cutaneous nerves; 
(8) they stimulate cell growth or cellular destruction, 
depending upon the dosage; (9) they may act as a 
counterirritant; (10) they improve the quality of the 
blood ; (11) they increase the endogenous nitrogen me- 
tabolism and (12) they increase glycogen storage. 

In addition, as a result of as yet unknown photo- 
chemical reactions, they increase the absorption of iron 
and increase hemoglobin content of red blood cells. 


Forms of Fluorescence 


Contrary to popular belief, it is the invisible ultra- 
violet radiations which are effective. Ordinarily, visible 
light does no harm; but for diagnostic purposes it is 
necessary to filter out this visible light by the Corning 
No. 586 glass, better known as Wood’s Filter or Black 
Light. When body tissues are subjected to invisible 
ultraviolet radiations, two forms of fluorescence are 
produced. In the primary form, the tissue which re- 
ceived the radiations produces the fluorescence un- 
assisted and the more solid the structure of the tissues, 
the greater the fluorescence. Thus, bone, cartilage or 
tendons will produce more fluorescence than kidney, 
intestines or liver ; and living tissue produces a different 
fluorescense than dead tissue. Changes in fluorescence 
from the normal are readily observed and can be used 
in the interpretation of diseased tissues. Young tissues 
fluoresce differently from old tissues. Cancerous tissue 
may appear different from the normal surrounding 
tissue. Primary fluorescence is useful in a few derma- 
tologic conditions, for the detection of phorphyrins, 
for cancer tests and for tissue differentiation in 
surgery. Its greatest use at present lies in detection 
of tinea capitis or ringworm of the scalp and little need 
be said on that score since its use is well known. 

In secondary fluorescence, the recipient of the ultra- 
violet itself does not fluoresce, but a selectively ab- 
sorbed dyestuff produces the fluorescence. Since the 
fluorescence is usually weak in intensity and the color 
of the fluorescence is subject to alteration when 
diluted by daylight or light from artificial sources, it 
is necessary to observe the fluorescence in a darkened 
room or by a fluorescent hood and that the ultraviolet 
lamp have an adequate output in long ultraviolet 
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radiation near the .36 angstrom units. In general 
practice, fluorescence is of limited value except for 
the diagnosis of tinea capitis. 


Uses of Ultraviolet 


To use ultraviolet effectively, three conditions must 
be met: 

1. The patient’s sensitivity to ultraviolet must be 
measured. 

2. The correct dosage must be employed. 

3. The ultraviolet source must have adequate in- 
tensity. 

Ultraviolet irradiations must be applied to bare skin 
and are not painful. The ability of the skin to transmit 
radiation through the outer dermal layer determines 
its effectiveness, and the response varies with the indi- 
vidual and in the individual from day to day as diet, 
humidity and climatic conditions affect it. In general, 
however, men, blondes and persons under 45 years 
of age are more responsive. Also, because the eyes are 
more sensitive than epithelium, they must be pro- 
tected by the use of dark glasses. 

Since insufficient ultraviolet radiation will produce 
no effect, and excessive radiation will produce dis- 
comfort, burning and desquamation which may not be 
desirable, the following tests should be done to estab- 
lish sensitivity of the patient. At the first visit the inner 
forearm of the patient is covered with a sheet of heavy 
paper in which three-fourths inch holes are cut and 
covered. This arm is exposed to the ultraviolet lamp 
at the treatment distance (the lamp is warmed before 
begirining exposure). Every 15 seconds another hole 
is uncovered, the total exposure not exceeding the 
recommendations of the lamp manufacturer. For practi- 
cal purposes, if an exposure longer than three minutes 
is required, the lamp selected has too low an intensity 
of ultraviolet to be practical. An erythema will appear 
after a latent period of several hours. The patient can 
make the observation at home and report that opening 
through which appeared a faint reddening of the 
exposed skin area without desquamation. This time 
is known as the erythema sensitivity time. Dosage is 
defined in degrees of erythema production as follows: 

1. Suberythema (Sub E)—faintest reddening. 

2. Mild Erythema (ME)— reddening persisting for 

24 hours. 

3. Severe Erythema (SE)—marked reddening fol- 

lowed by desquamation. 

4. Blister Erythema (BE)—blisters and destruction 

of tissue. 

Treatment is always given at the same distance from 
the lamp as used for the sensitivity test. The initial 
dose should be Sub E; and since previous exposure to 
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ultraviolet reduces both erythemal response and ef- 
fectiveness of subsequent exposure, it will be necessary 
to increase exposure time by 15 to 30 seconds on each 
succeeding treatment. But the maximum treatment 
should not exceed 15 minutes and will usually be much 
less than this when a lamp of adequate intensity is 
used. Treatment should not be given daily because 
ultraviolet has a cumulative effect and these effects 
should be observed before continuing treatment. 
Generally speaking, diseased, inflamed and erupted 
skin areas are usually more resistant to ultraviolet 
than normal skin and can withstand heavier dosage. 
When irradiating such areas, it may be necessary to 
protect the surrounding normal tissue by a suitable 
covering or sunburn preventive. 

Contraindications to the employment of ultraviolet 
radiation for general body irradiation are active pul- 
monary tuberculosis, acute eczema, Addison’s disease, 
advanced cachexia, advanced heart disease, acute 
psoriasis, exophthalmic goiter, gross renal or hepatic 
insufficiency, recent exposure to x-rays, hypersensi- 
tivity to sunlight, scarlet fever, measles, beri-beri and 
diabetes. Certain drugs sensitize the patient to ultra- 
violet, including gold compounds, barbiturates, qui- 
nine and sulfa compounds. 

The following are conditions met in general prac- 
tice which respond well to ultraviolet: 

1. Poor healing of wounds. 

2. Indolent ulcers. 

3. Acne vulgaris as an adjunct to other therapy. 

4. Furunculosis, isolated (the first treatment is a 
blister erythema and on second and third days a sub- 
erythema dose). 

5. Poor growth and underweight in adolescence, in 
addition to proper diet and the addition of vitamin A, 
the assimilation of which is aided by ultraviolet. 

6. Infected granulations after burns. 


Use in Dermatologic Conditions 


Approximately 35 dermatologic conditions have been 
treated with good results by ultraviolet. In many 
instances ultraviolet therapy is the treatment of choice. 
In other cases it is an alternate treatment, or may be 
combined with other forms of therapy. It is important 
once again to emphasize the necessity for proper 
dosage and the knowledge that diseased, inflamed 
and erupted skin areas will require more ultra- 
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violet than normal skin. It is also necessary to re- 
move any exudate and to cleanse the skin of oils, 
greases and medications by means of alcohol, ether or 
acetone. 

The following are the more important conditions 
affected : 

1. Sycosis vulgaris along with topical remedies. 

2. Eczematoid dermatitis of the infectious type will 
be aided if ultraviolet is used in addition to other 
remedies. 

3. Isolated furuncles, acne vulgaris, with the dosage 
being increased until exfoliation occurs. 

4. Pityriasis rosea, the same. 

5. In herpes zoster, because of its soothing effect on 
nerve endings, it may help to ease the pain. 

6. In chronic psoriasis, if coal tar, soap or a thin coal 
tar ointment is applied before treatment, it will help to 
sensitize the skin to ultraviolet and result in improve- 
ment in many cases. 

7. In indolent ulcers or indolent wounds, ultraviolet 
promotes skin growth. 

Excessive doses of ultraviolet have been known to 
precipitate attacks of lupus erythematosus and herpes 
simplex. Excessive radiation has been known to dry 
out the skin and cause it to wrinkle. 


Other Uses 


While ultraviolet is useful in ophthalmology, its 
action is limited to conditions which affect the con- 
junctiva and cornea; but because of the necessity for 
special lenses or quartz applicators and the desirability 
of placing the eye at rest by use of cycloplegia, its use in 
ophthalmology is thus confined to those specialists who 
are familiar with and limit their practice to conditions 
of the eye. 

While ultraviolet should not be used in acute in- 
flammations, subacute or chronic inflammatory dis- 
orders of the external meatus; the middle ear and the 
external ear often respond well to ultraviolet. It is 
applied locally by means of quartz applicators and since 
ultraviolet has low penetrative powers, the areas should 
be cleaned immediately before irradiation with 10 per 
cent hydrogen peroxide. It is well to avoid the ap- 
plication of ointments prior to its use. 

The ear conditions most benefitted are: otitis media, 
external furunculosis, pruritus of the external auditory 
canal and eczema of the auricle. 
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The sudden onset of severe, 


This is the second in a series of medical interviews 
in which an Academy member had the opportunity 
to discuss a problem case with an expert. In this 
instance, the discussion was by telephone. John Ely, 
M.D., a@ member who practices in Opportunity, 
Washington, placed the call to Garnet Ault, M.v., 
of Washington, D.C. There had been an earlwer 
brief discussion between the two and, to save time 
on the telephone, Dr. Ely had written to Dr. Ault 
as per his letter at the right. 


John C. Ely, M.D. 


ts president-elect of the Washington Academy 
of General Practice. He received a pharmacy 
degree from Purdue University, then attended 


Tulane University School of Medicine. 

A staff member of three Spokane, Wash., 
hospitals, Dr. Ely was secretary-treasurer 
of the Washington chapter four years 
and has been an Assembly 

delegate since 1956. 


Garnet W. Ault, M.D. 

has been on the Georgetown University 
School of Medicine faculty over 20 years. 
He is professor of proctology and chairman 
of proctology at the University Hospital 
and Washington Hospital Center. 

Dr. Ault is also senior surgeon 

at the Proctology Clinic of Washington. 

He is a member of the American 

College of Surgeons. 


MEDICAL INTERVIEW: 


Surgical Abdomen 


Abdominal pain, tenderness and rigidity—dev lop- 
ing acutely in an elderly patient—may defy etiologic 
identification, even with the best of studies. Prompt 
surgical exploration may permit curative surgery 
or, as in the case herein described, a temporizing 
maneuver such as a colostomy may be indicated. 
When the peritoneum has been contaminated, it 
may be helpful to wash the affected area with liberal 
amounts of saline or some antibacterial solution. 
In cases of intestinal surgery, control of immediate 
infection may be readily accomplished by means of 
antibwotics chosen in the light of bacteriologic find- 
ings. As time passes thereafter, there is growing risk 
of superinfection by antibiotic-resistant bacteria— 
notably Staphylococcus, Proteus, Pseudomonas. 
Any one of these organisms may be responsible for a 
fulminating enterocolitis, septicemia, shock and 
death. 


Dear Dr. 

It was a real pleasure to talk with you at the meet- 
ings last month. One of the best parts of such gather- 
ings is the chance for an occasional curbstone consul- 
tation. You were interested in my brief account of a 
patient who presented a difficult problem. Now, with a 
little more leisure, perhaps you can give me your 
opinion on the management of this case. 

This 67-year-old man had been a patient of mine for 
about two years. He gave a history of surgical closure 
of a perforated peptic ulcer several years ago. Last year, 
x-rays showed a persistent deformity of the duodenal 
bulb with a questionable crater. His symptoms were 
well controlled on antacids, antispasmodic agents and 
a bland diet. 

His wife called me to see him one day about noon. 
When I arrived at his home, he was in considerable 
pain, but was able to answer questions coherently. He 
informed me that he had been completely well until 
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just afier breakfast when he had noted the sudden on- 
set of severe, midepigastric pain that had persisted 
unabated without radiation. The pain was sharp, bor- 
ing and constant. He had had a normal bowel move- 
ment about an hour before its onset. He had vomited 
several times, but this had not relieved his pain. Tem- 
perature, pulse and blood pressure were normal. The 
lungs were clear and heart sounds normal. There was 
generalized abdominal tenderness without localization, 
muscle guarding without rigidity, and active peristalsis. 
My initial impression was that his ulcer had become 
reactivated and was perforating. His wife told me that 
he had complained of vague indigestion and a “‘gassy” 
feeling for several days. 

A flat plate of the abdomen was taken on admission 
to the hospital, and was reported as follows: “‘No free 
air. One moderately dilated and gas-filled loop of small 
bowel in the left quadrant.” The radiologic impression 
was possible closed-loop small bowel obstruction. 
Blood counts and urine were normal. He was given 
500 ml. of whole blood and 1,000 ml. of normal saline. 
Continuous gastric suction was instituted. Approxi- 
mately two hours after admission, the abdomen was 
rigid and silent. There was generalized tenderness, but 
this time percussion tenderness seemed to be some- 
what more marked in the left lower quadrant. Rectal 
examination was unrevealing. Immediate surgery was 
decided upon, with the preoperative diagnosis of per- 
forated viscus with peritonitis. A left paramedian inci- 
sion was used. 

As soon as the peritoneum was opened, a moderate 
amount of seropurulent fluid was encountered. After 
obtaining a culture specimen, this was suctioned out. 
Exploration was begun in the pelvis and almost im- 
mediately an orange-sized, firm mass was encountered 
just above the sacral promontory. This mass appeared 
grossly to be inflammatory. A perforation was noted 
with formed fecal material protruding from the perfora- 
tion, and several bits of fecal material were lying free in 
the adjacent area. Two Penrose drains were placed near 
the area and brought out through a right lateral stab 
wound. A double-barreled catheter was placed in the 
cul-de-sac as a sump drain and brought out through 
the same stab wound. A loop of transverse colon was 
brought out through the upper end of the incision and 
secured over a glass rod. The wound was closed in 
layers. The patient’s family was given a gloomy prog- 
nosis and informed that, if all went well, a second op- 
eration would be necessary. 

The next three days he progressed remarkably well, 
remaining alert, cheerful and relatively free of pain. 
He had a low-grade fever up to 101° rectally. His WBC 
ranged up to 18,000 cu. mm.; his serum chloride, 
potassium and sodium remained normal; and his uri- 
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nary output was between 700 and 1,000 ml. daily. The 
culture of the purulent fluid from the abdomen was 
reported as predominantly E. coli, with some alpha 
hemolytic streptococci. Antibiotics were adjusted in 
conformity with the reported sensitivities. 

Three days later, the abdomen was soft, faint peri- 
stalsis was present, temperature was 100°. It was 
planned later that day to open the colostomy. About 
noon, I discovered that a loop of small bowel had pro- 
truded around the colostomy. The patient was taken 
to surgery immediately. The abdomen was reopened 
and the small bowel replaced. Closure was effected with 
through and through wire sutures. The following 
morning, peristalsis was still present and the colostomy 
was opened. 

The next two days were stormy. The patient’s fever 
ranged up to 103°. He had a persistent tachycardia, 
and his colostomy failed to function. His urinary out- 
put remained good and his electrolytes were maintained 
at normal levels. On the fourth day subsequent, he 
started passing soft stools from his colostomy. The 
next day, liquid feeding was started and tolerated well. 
However, the patient seemed to have lost his desire to 
fight; he was confused and had to be fed. The next 
two days were not much different. By the eighth day, 
he had become completely irrational and hyperirritable. 
Serum sodium, potassium, chloride and calcium were 
normal. BUN was normal. His blood pressure stayed 
around 90 t6 100 systolic, pulse around 110, rectal 
temperature up to 104°. He continued to take liquids 
and soft food by mouth when fed, but seemed to have 
some difficulty in swallowing. He passed bile-colored 
liquid stools from his colostomy, suggesting an en- 
terocolic fistula. The wound dressings were stained 
with greenish purulent material, but very little drain- 
age came from the Penrose or sump drains. All anti- 
biotics were stopped, and he was given another 500 
ml. of whole blood with no improvement. He died two 
days later on the thirteenth postadmission day. Au- 
topsy request was refused by the family. 

Now, Dr. Ault, I wonder if this case had to terminate 
so unfortunately. Can you see possible alternatives in 
the methods of management? I will greatly appreciate 
your comments when I call you on the phone next 
week. 

Sincerely, 
Joun Ety 


The Telephone Discussion 


Dr. Garnet Autt: Dr. Ely, it’s good to hear from you 
again. Now, it was helpful to get the information on 
this patient, and I have been going over it. I think that 
at the beginning, everything was going along very 
nicely. When you got the flat plate of the abdomen 
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™ with the report of “No free 
| air and one moderately di- 
lated and gas-filled loop of 
small intestine in the left 
quadrant,” were the films 
taken in the upright and 
recumbent positions? 

Dr. Ety: We had a film in 
the upright position and in 
the right lateral decubitus. 
Dr. Autt: That’s good. 
The radiologists always like 
that kind of request from 
the general man. 

Dr. I was looking 
specifically for free air, be- 
cause my suspicion at that 
time was that he had reacti- 
vated his ulcer and that it 
had perforated. 

Dr. Good. Now, 
when gastric suction was 
started, what was the char- 
acter of the material ob- 
tained? Was the material 
obtained just gastric con- 
tents? 

Dr. Ety: There was no evidence of any blood; there 
was not an abnormal amount of bile at all. It was just 
like perfectly normal gastric contents. 

Dr. Autr: Now, at seven hours postperforation, and 
approximately two hours after admission, you state 
that the rectal examination was unrevealing? What 
do you mean ? 

Dr. Ety: At this time, I believe I mentioned in my 
letter to you, we thought the localization had occurred 
somewhere near the left lower quadrant or at least on 
the left side of the umbilicus. The rectal examination 
did not reveal a mass, the patient did not have any 
tenderness, and there was normal-appearing stool on 
the glove. 

Dr. Autr: I’m wondering, with the patient at this stage, 
would you have considered doing a proctoscopy—of 
course, not using any air? Do you think, in retrospect, 
you could have found something accessible for biopsy 
or would there have been too much edema? 

Dr. Exy: I would say that were it to occur today or 
tomorrow, I would be inclined to do a proctoscopic 
examination, but in this particular case, I am very 
doubtful that it would have been of any value. I might 
even have felt that I had perforated the bowel with the 
proctoscope. 

Dr. Aut: That’s true. I wish to congratulate every- 
body concerned because the patient was taken to the 
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operating room eight hours postperforation, and 
three hours postadmission. That’s very quick. 

Dr. Ety: That’s approximately right— 

Dr. Autt: In discussing the incision and the explora- 
tion of the abdomen, I wondered if you considered 
taking a smear at the time you suctioned the seropuru- 
lent material out, for the identification of the majority 
of organisms. For instance, would they all be cocci or 
bacilli? Of course, in an immediate smear, we'd expect 
a mixture of organisms. 

Dr. Ety: No, that wasn’t done. Perhaps that would have 
been a worthwhile procedure since we did have to ad. 
just the antibiotics after getting a sensitivity report. 
However, in view of what we finally got on the culture, 
I wonder if it might have made any difference then 
because I was using a broad-spectrum antibiotic be- 
forehand. The only other possibility is that I might 
have added an antibiotic more likely to take care of the 
Gram-positive cocci. 

Dr. Autr: Right. Now, it occurs to me that at the time 
of the operation, you were trying to determine whether 
this patient had diverticulitis with perforation, or 
carcinoma, nonspecific granuloma, or even a rare con- 
dition—massive carcinoid. Another consideration that 
occurred to me would be fecal impaction with perfora- 
tion, but that would seem unlikely because he’d had a 
bowel movement about an hour before you saw him—I 
mean an hour before he perforated, approximately nine 
hours earlier. 

Dr. Ety: That’s correct. About four or five hours be- 
fore I saw him. 

Dr. Autr: I'd like to congratulate you for draining 
the infected area with two Penrose drains, and a 
double catheter as a sump drain, and for bringing it 
out through a stab wound. That represents excellent 
management. The other thing that occurs to me—were 
there any observations regarding the dilated loop of 
small intestine reported on the x-ray? 


No Evidence of Dilatation 


Dr. Exy: I meant to mention that in my letter to you, 
and it must have slipped my mind entirely. No, at the 
time of surgery, there was no evidence of any dilated 
loop of small bowel whatsoever. I’m at a loss to explain 
the radiologic report. 

Dr. Autt: Was the transverse colon dilated at the time 
of surgery when you went to put the glass rod under 
the colon and bring the loop out through the upper 
end of the incision? 

Dr. Ety: No, the transverse colon was not dilated. 
Dr. Autt: Then it was not desirable to consider in- 
serting tubes into the proximal and distal colostomy 
for decompression or for irrigation at that time? 
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Dr. Ery: Not at that time. If you'll remember, later 
on when we had some difficulty getting the colostomy 
working, I did irrigate it, but at the time there was no 
evidence of dilatation whatsoever, so that was not 
done. 

Dr. Autr: I don’t think we’re dealing with wound 
disruption here, and I want to ask a question about 
the closure. The difficulty in dealing with a colostomy 
in the incision or elsewhere is that if you get the 
closure too tight, the colostomy will not function well, 
and if you get the closure too loose around the colos- 
tomy, your patient, of course, is a candidate for a 
protrusion of the small bowel adjacent to the colostomy, 
which occurred here. At the conclusion of the opera- 
tion, I am sure everybody was satisfied that the closure 
was firm enough around the colostomy ? 

Dr. Ey: It did seem, at the time, that the closure was 
adequate, but it’s quite obvious it was not, and I did 
not bring any omentum down to attempt to seal off the 
area around the colostomy at all. 

Dr. Aut: I don’t believe that bringing the omentum 
down would have helped in this case, but I do want 
to raise the question—would you have considered 
putting wire retention sutures in at the conclusion of 
the first operative procedure ? 

Dr. Ety: That was not done, possibly in view of his 
contaminated abdomen. It might have been a better 
procedure, but I don’t feel that the wound was a 
primary reason for the protrusion of the small bowel 
in this case. When I reopened the abdomen, there was 
no evidence of any dehiscence—no necrotic tissue 
around the sutures or anything of the sort. 

Dr. Autr: Yes, I agree that this is not a true dehiscence 
at all. I feel the same as you do that this is merely a 
prolapse of the small intestine adjacent to the colostomy. 
Dr. Ery: Possibly because the closure was not suf- 
ficiently tight around the colostomy. 

Dr. Autr: Now, I'd like to raise this question with you. 
Could the mass itself have been exteriorized by dividing 
the bowel below it; closing the rectal stump; later 
draining the rectal stump through the anus; bringing 
the bowel, including the mass, out through the inci- 
sion; and after closing the abdomen, amputating the 
mass so that you would end up with a colostomy that 
would give you immediate decompression and solve 
the problem of removing the mass at the same time? 
Dr. Ery: In other words, late exteriorization of the in- 
flammatory mass? 

Dr. Autt: No, immediate exteriorization of the mass 
by dividing the bowel below it, because a short mesen- 
tery would probably not let you do a loop type of ex- 
terlorization, 

Dr. Eiy: No, it would not at all. 

Dr. Autr: But by dividing the bowel below it and 
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closing it over and then bringing the mass up with the 
bowel, and then removing it, you would have ac- 
complished removal of the mass and created an end 
colostomy simultaneously. 

Dr. Ey: The thought did not occur to me at the time 
of surgery, but studying it afterward, I’m still inclined 
to believe that there was too much inflammation in the 
mass to make that a safe procedure. 


Adequate Antibiotic Coverage 


Dr. Autr: You’re undoubtedly right. With respect to 
progress during the first three days, I would like to ask 
you what antibiotics you were using at that particular 
time. 

Dr. Ety: The first two days, I was using intravenous 
Achromycin, and then when the sensitivity reports 
came back, I added erythromycin and sulfa to the 
antibiotic that I was already using. 

Dr. Autr: It would seem that we have adequate 
coverage here, by numerous antibiotics, for the im- 
mediate situation. Did you discover the loop of small 
intestine extruded through the incision adjacent to the 
colostomy ? 

Dr. Ery: As a matter of fact, I had seen the patient 
that morning and the loop was not extruded when I 
examined him. From 45 minutes to an hour later, the 
nurse found that there was something wrong with his 
colostomy. When I went back, I discovered that the 
loop of small bowel had extruded. 

Dr. Autt: In our experience, the extrusion of the 
small bowel like this is or- 
dinarily preceded by some 
distention and ileus and 
some nausea and vomiting, 
yet there was none here, 
probably because the pa- 
tient had adequate gastric 
decompression. He was flat, 
his bowel was not distended 
and we merely had an ex- 
trusion through the free 
space adjacent to the colos- 
tomy, and not a wound 
disruption. 

Now, at the time of the 
replacing of the extruded 
small intestine, did you 
consider or did you clean 
up the bowel area with 
water, saline, sulfa solu- 


or some other chemothera- gpgamisms 
peutic solutions? 
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Irrigation of the wound area with wa- 
ter, saline, sulfa solutions . .. and use 
of antibiotics . . . 


Dr. Ey: On the extruded bowel? 

Dr. Autt: Yes. 

Dr. Ety: No. The bowel was covered with laps mois- 
tened with warm saline solution and was immediately 
put back in the abdomen. 

Dr. Autt: Well, the main point I’m making is that 
although the use of antibiotics, or sulfas or other solu- 
tions locally is debatable, some surgeons believe they 
do have some value. Some physicians are even going 
back to irrigating the wound area and the area of sus- 
pected peritonitis and the bowel that has been ex- 
truded with a liter or two of warm normal saline on the 
operating table. Others are using bactericidal solu- 
tions. 

Dr. Ety: Before reopening the abdomen? 

Dr. Autr: Yes, and even during the opening if the 
trouble seems to be localized. 

In any event, you just replaced the bowel, closed the 
abdomen with through-and-through wire, and did not 
do any instillation or irrigation in the local area. I am 
very pleased to note that you had through-and-through 
wire closure. 

Now, I would like to inquire about the status of the 
patient’s blood count, his total circulating blood 
volume, and his blood proteins around July 21 or 22, 
which would be about the sixth postoperative day, and 
about the third day postclosure. 

Dr. Ety: On July 22, the hemoglobin was 13.2 Gm.; 

the sodium was 136 mEq.; potassium, 4.01 mEq.; 

chloride was 133 mEq. I did not have his total circu- 
lating blood volume. 
Dr. Autt: That might have 
been of help to you here 
even though the hemo- 
globin was 13.2 Gm. The 
other thing— the blood pro- 
tein levels may have been 
of some help at this stage. 
Dr. Ety: I think that prob- 
ably would have been of 
value. No, I did not get a 
protein level. 


Patient Is Confused 


Dr. Autr: Well, we can’t 
always get everything. Now, 
we’re moving into the fifth 
and sixth and seventh days 
after the closure when he 
had the extrusion of the 
loop of small intestine. The 
colostomy is working, and 
doing all right, and the pa- 


tient’s fluids and electrolytes seem-to be in zood 
shape, but he’s confused. 

Dr. That’s right. 

Dr. Autr: And I wondered, is there anything you 
could attribute that confusion to? 

Dr. Ety: The only thing that entered my head as a 
possibility was a cerebrovascular accident, of course, 
but I haven’t anything definite to base that on. His 
blood pressure was staying around 110, and occasion- 
ally a reading would be recorded at around 100 or even 
90. His normal pressure previously had been recorded 
at about 146 to 150, so that there is some question 
whether this is relative hypotension or not. His BUN 
on July 23 was 10 mg., and his urine output, I believe 
I mentioned, remained quite good throughout the 
whole course. 

Dr. Autt: As we move to around July 26, which is his 
eleventh postoperative day, his eighth day after clo- 
sure, we find that he’s getting more irrational; he hasa 
relative hypotension; his pulse is running around 110; 
his temperature’s running around 104; and now, for 
the first time, we have some bile-colored stools from 
the colostomy, which, of course, is not the usual color 
that you would expect from a transverse colostomy. 
Dr. Ety: No. 

Dr. Aut: And there was green pus on the dressings. 
Dr. Ety: That’s right. 

Dr. Autt: Now we are both probably thinking about a 
Pseudomonas infection. 

Dr. Ety: I did have the impression that there was a 
Pseudomonas infection of the wound itself. The ma- 
terial from the colostomy—I thought that it was more 
of a bile color, so that I thought of the possibility of 
some sort of an enterocolic fistula. 

Dr. Autt: Perhaps there are three possibilities— 
Pseudomonas enterocolitis, Pseudomonas wound in- 
fection or an enterocolic fistula. The last harkens back 
to the observation of the dilated small bowel. It’s possi- 
ble that there could have been a quiet gallstone com- 
pletely asymptomatic prior to this time—now eroding 
through and producing an enterocolic fistula. How- 
ever, that’s a remote possibility, and I would favor a 
diagnosis of Pseudomonas enterocolitis without 
diarrhea and a Pseudomonas wound infection. A 
smear might have been valuable while waiting for a 
culture. My thoughts turn this way because one of the 
hazards of antibiotic therapy that we particularly fear 
in colon work, more than anything else, is the de- 
velopment of a bacterial enterocolitis—due to a re 
sistant staph or an organism like the Pseudomonas 
which is frequently not susceptible to the tetra 
cyclines. I have seen Pseudomonas overgrowth during 
the administration of the tetracycline group, and we 
have had to rely on polymyxin while waiting for @ 
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report on smears, cultures and sensitivity tests. A 
third organism to be found is Proteus, although it is 
not as common a pathogen as the other two. So my 
own thinking here was—Pseudomonas bacterial 
enterocolitis, with an associated peritonitis, septic 
shock, death. That sequence of events—how do you 
feel about it? 

Dr. Ery: Unfortunately, I’m afraid that probably fits 
it pretty well. As far as the Pseudomonas enterocolitis 
is concerned, that thought didn’t seriously cross my 
mind. Pseudomonas on the dressing itself, I wasn’t 
concerned about, because the drainage was not pro- 
fuse. The color of the material emanating from the 
colostomy was not the same green as the pus, although 
possibly in a colitis, you might expect that also. 


Steroid Therapy Given 


Dr. Autt: One other question—did the patient have 
any support with steroid therapy? In other words, this 
is a point where we might think of the term “adrenal 
exhaustion” from overwhelming sepsis. 

Dr. Ery: Every 12 hours he had aqueous cortisone. 
Dr. Autt: That’s fine. I think everything was done in 
that respect. The final thing that impresses me is that 
this patient had nice management. There are a few 
odds and ends that can be tied together, in retrospect, 
and of course it’s always easier to be in that position; 
however, I think your handling of the case was ad- 
mirable. 

Dr. Ety: Your comments about topical antibacterial 
solutions in washing off the herniated bowel are very 
interesting. I’m grateful for your ideas about that— 
also about the Pseudomonas enterocolitis. I must con- 
fess that that hadn’t entered my head at the time, or 
since, either. 

Dr. Autr: Well, a great deal of publicity has been 
given to the term staphylococcic enterocolitis, and it 
might be more appropriate if we think in terms of 
bacterial enterocolitis, because the Staphylococcus is 
just one of many organisms. Pseudomonas is another 
and Proteus is the third which, in our experience, has 
been troublesome in intestinal surgery. 

Dr. Ery: By that you mean, of course, resistant bac- 
terial enterocolitis? 

Dr. Autt: Well, either the organisms are resistant to 
the drug that’s given, or there is genetic mutation and 
the “new” strain becomes resistant. 

Dr. Ety: After prolonged use. . . 

Dr. Autr: Yes, after the prolonged use of antibiotics. 
Of course, Pseudomonas is frequently resistant to the 
tetracyclines; it over-grows, and then occupies a posi- 
tion in infections where it ordinarily does not belong. 
Dr. Eiy: In enterocolitis due to organisms other than 
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Staphylococcus, or in ad- 
dition to Staphylococcus, 
what kind of clinical pic- 
ture is to be expected? 
Dr. Autr: In enterocoli- 
tis, with or without local 
peritonitis and wound in- 
fections, the picture may be 
very bizarre. Peritonitis, for 
instance, may be masked 
by the combined use of ster- 
oids and antibiotics. The 
findings that you would ex- 
pect to encounter in sepsis 
may be modified so that the 
patient’s blood count, tem- 
perature, blood pressure, 
etc. are altered. Sometimes 
he looks better than he is, 
and within an hour or two 
he is in a state of septic 
shock. I do believe that you were right in combining 
antibiotic therapy with steroids in trying to prevent 
what might be termed adrenal exhaustion. 

Dr. Ery: What about hyperperistalsis with enterocoli- 
tis? Would you expect to have that? 

Dr. Autt: In bacterial enterocolitis there may be 
hyperperistalsis and conse- 

quently an acute fulminat- 

ing dehydrating diarrhea. 

On the other hand, there 

may be an ileus with high- 

pitched tinkling and a cessa- 

tion of bowel movements. 

Dr. Ety: That in itself is 

not a diagnostic point of 

any value? 

Dr. Avutt: Perhaps not 

here, because I suspect that 

we may have been dealing 

with an enterocolitis and 

local peritonitis, probably 

Pseudomonas in type, and 

the peritonitis induced 

some degree of ileus. 


oltcs ... 


Replacing Extruded Bowel 


Dr. Ety: Well, it’s been 
most interesting. As I said, 
I was particularly impressed 
by your comments on local 
treatment of the small bowel 
which was extruded around 


Pseudomonas infection is frequently re- 
sistant and not susceptible to antibi- 


In all probability a virulent Pseudo- 
monas accompanied this loop of bowel 
when it was replaced and local perito- 
nitis then complicated the picture .. . 
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the colostomy, and your comments on the possibility 
of bacterial enterocolitis. 

Dr. Autr: When a loop of intestine becomes extruded 
adjacent to a colostomy, we all hope to replace it within 
the abdomen under as aseptic conditions as possible. 
The use of sterile warm saline as a wash is considered 
to be of value although it is difficult to decide whether 
this mechanical cleansing is a real helpful procedure 
or just an exercise. In all probability a virulent Pseudo- 
monas accompanied this loop of bowel when it was re- 
placed and a local peritonitis then complicated the 
picture. We are observing with interest the irrigation 
of the abdominal cavity with saline in cases of diffuse 
peritonitis. This is a revival of what was done years 
ago, but surgeons are now adding sulfas, antibiotics 
and chemicals to the solutions. 


Dr. Ery: It would seem, however, that if irrigations 
were done gently, there would be no conceivable con. 
traindication to this procedure, and it might he of 
value to the patient. 

Dr. Autt: I personally believe this is of value, and | 
believe that the solutions that will probably stand the 
test of time may be some of the sulfas and newer 
chemicals. 

Dr. Ety: Well, this has been very interesting. I am 
sorry for the unfortunate outcome of the case, and 
maybe if I’d understood some of this beforehand, we 
might have had a different result. 

Dr. Auttr: Well I doubt it. Pseudomonas can be a 
virulent organism. However, I do congratulate you 
upon the management of a very difficult case. It was 
nice to hear from you. 


David T. Carr, M.D. 


Marschelle H. Power, Ph.D. 
The New England Journal of Medicine 
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Certain upper extremity orthopedic problems 
“7 \ offer a diagnostic challenge. 


/ | However, an extensive work-up isn’t always necessary. 
Problem conditions include subdeltoid bursitis 
ae and wrist and elbow pains. 
| Although surgery may be the answer, local injections often suffice. 


LEONARD MARMOR, M.D. 


AIT University of California School of Medicine 
VU Los Angeles, California 


Common Orthopedic Problems 
of Interest to the General Practitioner 


THERE Is A Group of orthopedic problems of the upper _ external rotation the supraspinatus tendon assumes a 
extremity that, if recognized, can preclude the need for _ superior position to the head of the humerus helping 
an extensive work-up for shoulder, arm and hand pain. _ to localize the area involved. 


The purpose of this paper is to acquaint the general Patients with subdeltoid bursitis usually respond 
practitioner with these problems and how they may well to multiple needling of the deposit with 5 cc. of 
be best handled. Xylocaine and 25 mg. of Hydrocortone. The symp- 


Subdeltoid Bursitis 


This condition in reality is a deposit of calcium in 
tendons about the shoulder joint. The patient usually 
gives a history of pain in the shoulder which may be 
gradual or rapid in onset. The pain may radiate up 
into the neck or down the arm, simulating a radiculitis 
or cervical arthritis. Often the patient will point to the 
region of the deltoid as the site of pain, which can be 
misleading unless one is familiar with this pain dis- 
tribution in bursitis. The pain is usually worse at night 
and on motions of the arm. Women will state that they 
can no longer hook their brassiere, and men will have 
difficulty getting their wallet out of their back pocket. 
Usually there is localized tenderness over the anterior 
aspect of the shoulder and the swelling may be obvious. 

X-rays of the shoulder in internal rotation and ex- 
ternal rotation are most helpful in localizing a calcium 


deposit. On internal rotation, the infraspinatus tendon Figure 1. Site of injection of Hydrocortone for lateral epicondy- 
becomes most visible over the head of the humerus. On litis. 


GP May 1959 109 


ons 
‘on- \ \ \ 
\ 
) \ / | 
\Y 
id | } 
the | / | 
wer AA \ 
am SS, oF 
A 7 KH 
4 
fj 
= = | 
| 
| 


Figure 2. Acute calcium deposit in the flexor carpi ulnaris tendon. 


toms will increase for the first 24 hours and then grad- 
ually disappear during the following few days. It is wise 
then to start the patient on active exercise of the shoul- 
der, including pendulum type. 


Elbow Pain 


Another frequently seen problem is pain at the el- 
bow. A very common condition known as epicondylitis 
(lateral or medial) exists in which there is gradual on- 
set of pain in the elbow or forearm region. The patient 
will state he has noted weakness of his grip, especially 
on twisting or wringing motions. 

The pertinent clinical findings are direct tenderness 
over the medial or lateral epicondyle of the humerus 


where the flexor or extensor muscle aponeuroses a ise. 
Resisted flexion or extension of the wrist will rejro- 
duce the elbow pain. 

Injection with Hydrocortone and Xylocaine will 
usually relieve the patient in several days, and it is 
wise to tell the patient to desist from any forced motions 
of the wrist, extensors or flexors for several weeks 
(Figure 1). This condition is often misdiagnosed, and 
I have seen patients receive extensive work-up, includ- 
ing ECG, cervical x-rays, myelograms, etc. 


Wrist Pain 


Another common problem that may escape con- 
sideration unless one is familiar with it is the pain that 
results from acute calcium deposits in the tendons of 
the wrist and fingers. The patient will usually note the 
acute onset of severe pain in his wrist or fingers, and 
motion of the involved tendons will be restricted be- 
cause of pain. Erythema, swelling and discrete tender- 
ness will be present over the calcium deposit. The 
picture will often resemble an acute infection or gout. 

X-rays of the involved region often disclose a small 
round, discrete deposit of calcium :n the insertion of 
the tendon (Figure 2). This is a self-limited condition 
which will respond well to warm soaks and local injec- 
tion of Hydrocortone, usually disappearing in about 
a week. 

Frequently a patient will be seen who complains of 
pain at the wrist in the region of the radial styloid. On 
examination the patient will state that he has trouble 
on motions of the thumb or ulnar deviation of the 
wrist. This condition is a stenosing tenosynovitis of 
the abductor pollicis longus and extensor pollicis 
brevis (de Quervain’s disease). 

These two tendons pass through a common sheath 
usually at the wrist in the region of the radial styloid. 
There may be swelling over the radial styloid and 
palpable enlargement of the tender tendon sheath. If 
seen early (within six to eight weeks), local injection 
of the sheath with Hydrocortone is of value. A long- 
standing case requires surgical release of the tendon 
sheath for complete and lasting relief. 
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The endocrine glands go through many varied changes 


during pregnancy, playing an important part 


in the maintenance of gestation. Abnormal hormone production 


and action can cause several pathologic conditions. 
Hormonal therapy has a definite place in the treatment 
of many conditions during both the normal 


and the abnormal pregnancy. 


Endocrines in Obstetrics 


KENNETH R. BALDWIN, M.D. 


AND ROBERT B. GREENBLATT, M.D. 
Medical College of Georgia 


Augusta, Georgia 


THE NORMAL PHYSIOLOGIC REACTIONS of pregnancy show 
changes in many organs and organ systems. Among 
these, the endocrine glands are most profoundly af- 
fected. These changes alter hormonal relationships to 
such an extent as to equal, or even surpass, those 
found in certain pathologic conditions. 


Thyroid Hormone 


Probably the earliest extragenital gland to have been 
recognized as undergoing change during pregnancy 
was the thyroid. Gravid women have long been noted 
to show certain signs and symptoms similar to those of 
hyperthyroidism. In fact, the diagnosis of hyperthy- 
roidism during pregnancy is difficult both for the 
clinician and the laboratory. The impression has been 
gained that women require more thyroid hormone 
during pregnancy and, for that reason, it has been 
common practice to give supplementary thyroid em- 
pirically to women with borderline thyroid function, 
to habitual aborters, and to others with certain patho- 
logic pregnancies. Only recently has a rational basis 
for this empiric treatment been corroborated. 

Laboratory evidence of increased thyroid function 
has long been noted. The BMR begins to rise at the 
fourth month of gestation and progressively increases 
until delivery. The reason for this elevation remains 
unclear, but it has been postulated that it is due to 
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increasing fetal movement. The serum protein bound 
iodine is also elevated. This rise occurs as early as the 
fifth week of gestation and is practically always seen 
by the eighth week. The butanol-extractable iodine 
shows a similar change. Neither the PBI nor the BEI 
show a progressive rise but remain at the same ele- 
vated level throughout gestation. 

It has been recently shown that the increased PBI 
and BEI are due to alterations and increased amounts 
of thyroxine-binding protein of the serum. These 
changes cause increased binding with consequent 
lowering of free thyroxine levels which in turn leads to 
the clinical and laboratory picture of hyperthyroidism 
in normal pregnancy. Furthermore, the administration 
of stilbestrol to normal women will be followed by an 
elevation of the PBI in a manner similar to pregnancy, 
suggesting a possible cause of these changes. 

Several observers have noted that this early rise in 
PBI does not occur in women who eventually abort, 
although this has not been substantiated by others. 
The thyroid factor in early abortion seems to be a lack 
of rise rather than absolute level of PBI. The diagnosis 
of thyrotoxicosis during pregnancy has always posed a 
problem. This differential, however, has been greatly 
simplified with the advent of triiodothyronine (Cyto- 
mel), Smith, Kline & French. This drug will depress 
the elevated PBI in normal pregnancy but will not alter 
the PBI in the pregnant patient with thyrotoxicosis. 
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Chorionic Gonadotropin 


Chorionic gonadotropin is a hormone of pregnancy 
which makes its appearance in the urine almost im- 
mediately after fertilization. The level of excretion 
rises very quickly to reach a maximum 50 to 70 days 
after onset of last menstrual period. After this it falls 
rapidly to lower levels which are maintained until 
delivery. In some apparently normal pregnancies a 
secondary rise occurs in the last trimester, the signifi- 
cance of which has not been satisfactorily explained. 
This is seen with some regularity in toxemia of 
pregnancy. 

Actual levels of gonadotropin excretion vary, the 
range of peak excretion being 40,000 to 200,000 rat 
units in 24 hours. These peaks are maintained only a 
short period of time, however, levels of 1,000 to 
10,000 rat units being found through most of gesta- 
tion with no significant alteration prior to or coinci- 
dent with the onset of labor. 

Pregnancy tests are most accurate at the time of 
greatest excretion which is between the seventh and 
tenth weeks of gestation. Accuracy of pregnancy tests 
decreases after the twenty-eighth week. On the other 
hand, the persistence of very high levels of chorionic 
gonadotropin usually above 200,000 rat units, may be 
utilized as a diagnostic test for hydatiform mole and 
choriocarcinoma. These values do not fall as in nor- 
mal pregnancy but remain elevated until all of the 
abnormal trophoblastic elements are removed. 


Estrogen and Progesterone 


The pattern of estrogen and progesterone levels 
during the normal menstrual cycle has been well estab- 
lished. When conception takes place, these levels in- 
crease only slightly above those seen in the second 
half of the menstrual cycle. Toward the end of the 
second or third month, however, urinary estrogen and 
pregnanediol begin to show a progressive rise. The 
rising levels of estrogens and pregnanediol are coin- 
cident with the beginning of placental elaboration of 
these hormones. Their determinations increase pro- 
gressively at an equal rate until the thirty-fourth or 
thirty-fifth week when pregnanediol excretion reaches 
and maintains a plateau while urinary estrogen con- 
tinues to increase. 

Estrogen and progesterone are elaborated from the 
ovary during the life of the corpus luteum. While the 
corpus luteum undergoes regression, the placenta 
takes over the production of these hormones and be- 
comes the main producer of estrogen and progesterone 
after the third month of gestation. However, the corpus 
luteum is not absolutely necessary all of this time since 
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pregnancies have continued uneventfully following its 
removal as early as six weeks. There is considerable 
daily fluctuation in amounts of both of these sub- 
stances, with no constant change in either prior to, or 
coincident with, the onset of labor. 


The Pituitary Hormones 


Two of the pituitary hormones are worthy of special 
consideration. The first of these, lactogenic hormone, 
a product of the anterior pituitary, is known by many 
names, among which are prolactin, luteotrophic hor- 
mone, lactogen and mammotrophic hormone. This 
hormone is thought to be produced by the placenta as 
well as the pituitary, and has two primary functions in 
pregnancy. The first of these is stimulation and main- 
tenance of the corpus luteum. Although prolactin is 
secreted throughout pregnancy, exact levels at the 
various stages have not been established. A second 
obvious function of prolactin is the initiation of lacta- 
tion after delivery. The exact mechanism of the release 
of prolactin at this time is not understood, but it is 
probably related to the sudden deprivation of estrogen 
and progesterone after placental expulsion. 

Oxytocin is the second pituitary hormone of particu- 
lar importance in pregnancy. It stimulates uterine con- 
tractions, an action which has been utilized widely in 
obstetric therapeutics. Secreted throughout preg- 
nancy, oxytocin is greatly increased near term. This 
appears significant, but its exact action in the initiation 
of labor is not understood. 

Oxytocin will be inactivated by serum of pregnant 
women early in gestation. This action progressively 
decreases throughout pregnancy and is slight or ab- 
sent at term. This hormone plays a part in milk “let 
down.” Its action here is directly on the breast’s myo- 
epithelial structures, which are stimulated by oxytocin 
to contract and literally squeeze milk from the alveoli 
into collecting ducts. 


Adrenal Hormones 


The relationship of the adrenal to pregnancy is not 
well understood. However, adrenal hormone produc- 
tion is greatly altered during pregnancy. Three groups 
of adrenal steroids are of primary consideration here; 
the 17-ketosteroids, corticosteroids and aldosterone. 
As might be expected, 17-ketosteroids, the excreted 
end-product of the androgenic adrenal function, are 
not greatly altered during pregnancy. The increased 
ketosteroid excretion toward the end of pregnancy 
probably represents progesterone metabolites and not 
an increase of true adrenal ketosteroids. 

Corticosteroid excretion, on the other hand, is 
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EXCRETION OF HORMONE METABOLITES (Modified After Venning) 


70,000 


PBI in micrograms % (y%) 
Corticoids in glycogen units 


Chart 1. Relative fluctuations of hormonal excretion products during 
pregnancy. Values shown are averages, with normal ranges varying 
greatly. 


markedly changed during pregnancy. First trimester 
levels are increased but fall to normal about the be- 
ginning of the second trimester. Between the twentieth 
and twenty-fourth week high titers of urinary corticoids 
are obtained comparable to that observed in Cushing’s 
disease and these levels are maintained until the latter 
part of pregnancy when excretion rates fall. This fall 
is not related to onset of labor. Aldosterone has been 
extensively studied during pregnancy. It is excreted in 
increasing amounts throughout pregnancy and rapidly 
falls to normal postpartum. 

The significance of the increase of adrenal steroids is 
not known. The exact source is also open to question 
since the placenta has been implicated in their produc- 
tion. Adrenal hypertrophy has been noted, but these 
steroids have also been isolated from the placenta, 
which may represent storage or production. Patients 
with Addison’s disease, however, do show the usual 
rise of corticoids during pregnancy. Aldosterone has 
been implicated in edema and toxemia of pregnancy. 
This relationship, however, is a tenuous one in that 
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aldosterone excretion is the same in both normal and 
toxemic. pregnancy. The fact that more free and less 
conjugated aldosterone is excreted in toxemia seems 
significant and awaits further study. Clinical evidence 
of hypersecretion of adrenal hormones is found in 
the improvement of certain collagen diseases during 
pregnancy. 


Relaxin 


Relaxin, a substance which can relax the symphysis 
of the female guinea pig in estrus, was discovered in 
1927. It is found only during pregnancy when it can 
be isolated from ovaries, uterus and placenta. It is 
rapidly absorbed and metabolized completely. Serum 
assays show a progressive increase of relaxin during 
normal pregnancy with a rapid fall to zero post-partum. 
Patients with toxemia, however, show no serum relaxin 
at 32 and 36 weeks, a finding with possible clinical sig- 
nificance. 

In recent years, relaxin has been used in the human 
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being for a variety of purposes, but its indications re- 
main controversial. It is being used to ripen the cervix 
and thereby decrease the length of labor. Studies have 
shown a lack of uniformity as to its efficacy in stopping 
premature labor, ripening the cervix in abortion or full- 
term labors, or in decreasing length of labor. 

Chart 1 is a diagrammatic presentation of excretion 
and blood levels of the major hormones in pregnancy. 
Absolute values are not shown, the chart being in- 
tended only to represent relative fluctuations. The 
interrelationship of the various endocrine glands in 
pregnancy is sketched in Chart 2. Adrenal changes 
are not noted here since their exact function is un- 
known. It is seen that hormonal changes are intimately 
related to the maintenance of pregnancy and that 
aberrations in endocrine function may well result in 


abnormalities of pregnancy. 


Initiation of Labor 


A word about the initiation of labor is in order. 
Extensively investigated, this process has not been 
clarified. Mechanical, chemical and neural theories 
have been advanced, but none of these completely 
answers the problem. It is difficult to assign to one 
hormone the function of initiating the process since 


there is no constant change in hormone levels im- 
mediately prior to, or coincident with, ‘the onset of 
labor. It seems more likely that the interaction of all 
of the hormones as well as mechanical and neural 
factors play their various roles. 


Hormonal Therapy in Obstetrics 


Hormones have been used therapeutically in obstet- 
rics for many years. The widespread use of thyroid, 
estrogens and progesterone is well known. In recent 
years, indications for hormonal therapy have been 
extended, a trend which will probably continue as 
more knowledge of endocrine function is acquired 
(Table 1). 

Probably the most widespread use of hormone 
therapy in obstetrics has been in threatened and ha- 
bitual abortion. For practical purposes hormonal treat- 
ment of these two conditions may be discussed to- 
gether, since both are treated alike except for earlier 
initiation of therapy in habitual aborters. There are 
many causes of abortion, and each case should be in- 
dividualized and treated according to the underlying 
pathology. Among the more important causes are: 
(1) partial or relative hypothyroidism; (2) increased 
capillary fragility; (3) “blighted ova;” (4) vitamin and 


Chart 2. A highly simplified and schematic representation of the 
interactions of the major endocrine glands and their hormones in 
the maintenance of pregnancy. 
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other nutritional deficiencies; (5) various psychoso- 
matic difficulties ; (6) improper placental implantation ; 
(7) uterine tumors and anomalies; (8) incompetent 
cervical os and (9) abnormalities of gonadotropin, 
estrogen and progesterone production. The variability 
of these causes indicates that one method of therapy 
will not suffice for all patients. Most of the causes listed 
here are beyond the scope of this article and discussion 
is limited to abnormalities of hormone production. 

Difficulty in obtaining hormone assays in many 
locales makes it hard to definitely establish hormone 
lack in aborters. Consequently, the relative frequency 
is difficult to ascertain. Whether hormone lack is a 
cause or effect of abortion is also hard to say, but the 
successful treatment of certain aborters with hormones 
would seem to implicate hormonal imbalance as a 
cause rather than an effect. 

The empiric use of thyroid in abortion has already 
been mentioned and a rational basis for such treatment 
established. Most regimens of therapy include the use 
of thyroid hormone. Peters and associates have shown 
that two-thirds of patients who eventually aborted did 
not show the expected rise in PBI. Heinemann and 
associates reached a similar conclusion and reported 
one case of inevitable abortion completely saved by 
thyroid alone, used both intravenously and orally. 

In most aborters with hormonal deficiency, the basic 
abnormality is a lack of progesterone activity due to 
poor gonadotropin production or action, poor corpus 
luteum function, or abnormal metabolism of proges- 
terone. A definite diagnosis of hormonal deficiency 
may be established by urinary assay. A pregnanediol 
excretion of less than 5 mg. in 24 hours during preg- 
nancy is evidence of decreased progestational activity 
and should be treated with supplementary hormones. 
Large doses of stilbestrol alone have been largely re- 
placed by combination therapy. Therapy with estro- 
gens, progesterone and chorionic gonadotropin has 
been used, but the expense and questionable useful- 
ness of gonadotropin has led to its omission from many 
regimens. 

The use of combined estrogens and progesterone is 
the method of choice in The Medical College of 
Georgia clinic. The preference at present is to use 
long-acting preparations of the two hormones in large 
doses. Estradiol valerate (Delestrogen) and 17-hy- 
droxyprogesterone caproate (Delalutin) in doses of 2 
cc. twice a week for the first 24 weeks and then once 
each week has resulted in a higher rate of salvage than 
other methods. ‘ 

Advantages of this regimen are economy, ease and 
painlessness of administration, absence of gastroin- 
testinal symptoms, more complete absorption, and 
relative infrequency of injections. 
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Cases of virilization of infants of mothers treated 
with progesterone have recently been reported. Its 
frequency is not known, but it is our impression 
that virilization occurs only slightly more often 
in progesterone-treated patients. Certainly, pro- 
gesterone should not be withheld from patients be- 
cause of these few reported cases. Furthermore, 
we have not as yet seen this aberration in sexual 
development with 17-hydroxyprogesterone caproate, 
and Davis failed to observe this occurrence in his 
series. 

A second important use is made of progesterone in 
those patients who habitually abort in the first few 
weeks of gestation. In these patients therapeutic doses 
of the hormone are given beginning soon after ovula- 
tion with the idea of creating a better endometrial nest 
for the ovum should conception take place. This repre- 
sents empiric treatment with a good theoretic basis, 
and it is our impression that it has its place in the 
treatment of certain habitual aborters as well as in cer- 
tain cases of infertility. Oral progestins, such as ethis- 
terone or norethisterone, have been used with en- 
couraging results. 

A third use of progesterone is its administration to 
patients who are subjected to surgery or other stressful 
situations during gestation. The value of giving in- 
creased progesterone at these times in an otherwise 
normal pregnancy remains equivocal. 


QUTCOME OF PREGNANCY IN DIABETICS 
WITH AND WITHOUT HORMONAL THERAPY* 


HORMONE TREATED 


NONTREATED 


Number 
of Patients 


Number 


Per Cent of Poti 


Totals 76 100.0 72 


(*From Medical Research Council of Great Britain: Lancet 269: 833) 
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Induction and Stimulation of Labor 


Among the major advances of modern obstetrics is 
the use of various posterior pituitary substances to 
stimulate uterine contractions both for induction of 
labor and post-partum contraction to prevent bleed- 
ing. Induction of labor should be done (1) when the 
mother would be benefitted by emptying the uterus or 
(2) when the fetus has a better chance of survival out- 
side the uterus. Desultory labor, uterine inertia, or 
discordant uterine action may be treated by oxytocin 
stimulation. 

The preferred method of induction is to use 2 to 4 
units of oxytocin in 500 cc. dextrose in water intra- 
venously. This solution is allowed to drip in slowly, 
the speed of infusion and the dosage being changed 
according to the patient’s response. The advantages of 
lower dosage, better control and increased safety of 
this method are obvious. Post-partum uterine contrac- 
tion can be stimulated with oxytocin to prevent 
hemorrhage by shortening the third stage of labor as 
well as preventing post-partum atony. 


Relaxin has been advocated in induction and stimu- 
lation of labor. Its efficacy has been questioned and its 
place in obstetrics has not as yet crystallized. A defi- 
nite indication, however, is its use to stimulate the re- 
lease of the dead fetus in utero. In a few instances, the 
hormone has been found to expedite cervical dilata- 
tion and expulsion of the fetus in these cases. 


Diabetes 


For many years, the value of estrogen and proges- 
terone in pregnant diabetics has been debated. White 
and associates have consistently reported better fetal 
survival on a regimen in which sex hormones are em- 
ployed but these results have not been substantiated 
by others. White has observed that diabetics show a 
rise of chorionic gonadotropin and a fall of estrogen 
and pregnanediol excretion between the twenty-third 
and thirty-fifth week of gestation. In her series, 90 per 
cent of the patients showed a hormonal disorder, and 
97 per cent of fetal deaths coincided with such an im- 
balance. 

Both estrogen and progesterone in varying doses 
throughout pregnancy were advocated. The dosage 
level was determined and changed according to chori- 


onic gonadotropin and pregnanediol excretion rates. 
As mentioned, other investigators have not been able 
to attain this low fetal mortality employing all or part 
of this regimen. In a controlled study, the Medical 
Research Council of Great Britain showed similar fetal 
mortality figures in the nontreated and hormone- 
treated groups (See Chart 3). With this still-undecided 
issue so debatable and in view of the lack of confirmation 
of White’s findings by others, it would seem that at 
present the role of estrogens and progesterone remains 
problematic in the treatment of the pregnant diabetic. 


HORMONE THERAPY IN OBSTETRICS 


1, THREATENED AND HABITUAL ABORTION 
A. Thyroid 
B. Gonadotropins 
C. Estrogens & Progesterone’ 2. better implantation 


1. in low pregnanediol excretion 


3. during stress (e.g. surgery) 
Wt. INDUCTION AND STIMULATION OF UTERINE CONTRACTIONS 


{2 to initiate labor 


2. to prevent atony 


Suppression of Lactation 


With the knowledge that high levels of estrogen will 
suppress secretion of the lactogenic hormone, obste- 
tricians have used estrogen therapy to prevent lacta- 
tion. This is now a widely used and successful method 
of treatment. Advantages of this therapy are its proven 
efficiency and its convenience. Disadvantages have 
been the frequency of bothersome post-partum bleed- 
ing, lack of efficiency in stopping established lactation, 
and recurrence of lactation following inadequate 
therapy. A combination of a long-acting estrogen plus 
an androgen appears to be the agent of choice. This 
gives long-term estrogen stimulation with sufficient 
sustained dosage for pituitary suppression and slow 
estrogen withdrawal which along with androgens seem 
to minimize withdrawal post-partum bleeding. De- 


A. Estrogen and/or Androgen Suppression 
B. Oxytocin Stimulation of ‘Milk Let Down” 


V. “TOXEMIAS" OF PREGNANCY 


A. Nausea & Vomiting 1. adrenal extracts: 
2. ACTH and cortisone 


1. corticosteroids 
B. Pre-eclampsia 2. aldosterone (?) 
3. relaxin (?) 


Vi, ERYTHROBLASTOSIS FETALIS AND CORTISONE (?) 
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potestadiaol, Deladumone and Tace with androgen 
have been used successfully. 

In those women who are nursing but develop breast 
engorgement due to deficient milk “let down,” oxyto- 
cin may be used to great advantage. Administration 
of only one unit of oxytocin intravenously will fre- 
quently completely empty the breasts. It should be 
noted that the hormone will have no effect in initiat- 
ing or enhancing lactation, its only action being in 
milk “let down.” 


Hyperemesis Gravidarum 


For many years adrenal steroids have been used in 
this clinic for severe hyperemesis gravidarum. Before 
the advent of ACTH and cortisone, administration of 
aqueous adrenal extract to these patients brought 
strikingly beneficial results. ACTH and hydrocorti- 
sone have been used as they became available with even 
better results. Similar results have been reported in the 
foreign literature. Patients with severe hyperemesis are 
given an intravenous infusion of hydrocortisone in 
normal saline over a four- to eight-hour period. This is 
repeated every day until the vomiting is under control. 
Usually only one or two days of therapy are required. 


The sense of well-being and rapid restoration of normal 
electrolyte values probably account for the efficacy of 
this treatment. 


Erythroblastosis Fetalis 


Cortisone has also been used to prevent erythro- 
blastosis fetalis. It has been reported that patients with 
high Rh titers treated with cortisone from the twentieth 
week onward show a fall in antibody titer and higher 
fetal salvage. There is, however, no unanimity on the 
value of such therapy. 

Adrenal steroids have also been tried in the treat- 
ment of pre-eclampsia without marked success. With 
further clarification of the role of aldosterone in pre- 
eclampsia, it is conceivable that steroid therapy may 
find a place in the treatment of this disease. Relaxin 
has been used to treat pre-eclampsia on the basis of 
relaxin absence in the serum of patients with this 
toxemia. In their series, Decker and coworkers noted 
a reduction of blood pressure but no other advantages 
of such therapy. 


A coupon for ordering an extensive bibliography accompanying 
this article may be found adjacent to or near the Index to Advertisers. 


The Doctor Is a Busy Man 


AMERICAN DocToRs make 890 million home, office and hos- 
pital calls a year—or about 4,000 per doctor. Other informa- 


tion, based on the government’s first National Health Survey, 
shows that women see doctors more often than men, urban 
dwellers more often than farmers. The following facts high- 
light other survey facts: 


PHYSICIAN VISITS PER YEAR 


AGE 


LOCALE 
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UNUSUAL RED CELL FORMS IN URINE 
AS SEEN UNDER OL IMMERSION 
" Shaded: as studied. Line sketch: as seen as cell tumbled over. 


is refracted light—refracted by bi- 


“Ring” form. arti- 
fact, which is remmant of biconcavity. 


parent artifacts are due to light re- 
fraction from irregular shape. 


Small Crean 
apparent under high dry. 


Very small “bullet-like.”" Takes be 
zidine stain intensely. Crenation not 
apparent under high dry. 


artifact is light refracted by rem- 
nant of biconcavity. 


Unusually large ring. dis- 
tortion due to light refracted by 
irregular remnants of biconcavity. 


Very large, swollen, thin, delicate, 
doughnut-shaped with few cre- 
nations, Such cells stain faintly with 
benzidine. 


Very large, swollen, thin, delicate, 
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: parison : : Unusually large ring. 
Common “ring” form. Slightly 
| 
| Small “yeast-like. not 
| apparent under high dry. 
concavity. 
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“Ring” form. Some distortion. Ap- j | = 
doughnut-shaped. 


Unusual 
Red Cell Forms 
in Urine 


WILLIAM T. WRIGHT 
Boston, Massachusetts 


Ir Is CERTAIN that red blood cells occur in urine in 
more forms than textbook illustrations have shown. 
Moreover, some of these modified forms can defy 
classification. 

Apparently concentration of the salts of the 
urine, and perhaps also the age of the cell, in- 
fluence changes in morphology. If one recalls 
Addis’s reminder that red cells from the glomerulus 
are exposed to environmental changes which vary 
greatly as the cells journey along the tubule, it 
is not surprising that their final appearances are 
variable— ‘sometimes they are small and crinkled; 
sometimes they are circles that seem too large to be 
red cells; sometimes they contain a fair amount of 
hemoglobin and are definitely colored; sometimes 
they are completely colorless.” 

In vitro, a drop or two of fresh blood mixed with 
10 ml. of saline solutions of specific gravity from 
1.004 to 1.040 induces a variety of changed shapes, 
some corresponding to unorthodox forms. After 
hours, or even a few days, the shapes may change 
again, sometimes reverting almost to their original 
forms. 

A benzidine stain for individual red cells in urine 
sediments demonstrates that these unusual forms 
as seen in urine are indeed red cells. 

A series of drawings of unorthodox forms is pre- 
sented. Each was made by the writer while at the 
Home Office Medical Laboratory of the John Han- 
cock Mutual Life Insurance Company. They are 
renderings of sediments studied under oil immer- 
sion, after which the cover glass was pressed to 
make the cell tumble over and show its whole shape. 
Immediately a second sketch was made from mem- 
ory and is also shown. Such forms when.noted 
in a urine sediment must be recorded by one 
name or another. It is hoped these drawings will 
enable the technician to decide more readily that 
they are red cells, 
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ance of an inflated, blown-up celi. 
Biconcavity still evident. — 


fraction. 


Large, thin, washed-out. 


ly folded over, no? shown well here. 


UNUSUAL RED CELL FORMS | 
(Continued) 
Large, thin, washed-out, =f 
like. 

Large, thin, washed-out; has appear- 
) Large, thin, inflated. “Artifact” is 
due to light refraction. 
Large, thin, dis ed, 4 
“Artifacts” due to peculiar light re- : : : 
3 
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The medical profession’s renewed interest in hyp- 
nosis is welcomed by a wide variety of quacks and 
charlatans. Hypnosis has its proper place but it’s 
not a mail order item. Legal pitfalls are involved. 
Perhaps unfortunately, almost any intelligent per- 
son can learn the technique. 


Parlor Hypnosis: 
A Game for Fools? 


EDWARD R. BLOOMQUIST, M.D. 


College of Medical Evangelists 
Los Angeles, California 


Pernars Phineas T. Barnum was right—there is a 
sucker born every minute. Not a flattering observation, 
maybe, but it was a showman’s way of noting that the 
unwary is soon severed from his money. If only money 
is lost, the victim is fortunate. In return for replaceable 
cash he receives an impressive, albeit expensive, 
education. 

But confidence men don’t confine themselves to 
enterprises depriving people of money alone. Fre- 
quently, whenever public interest makes it profitable, 


‘they wander into the scurrilous practice of quack 


medicine. Through the medium of these confidence 
schemes, thousands of innocent people are bilked who 
can afford to lose neither their money nor their health. 
One of the most lucrative areas for medical confi- 
dence men is the field of mental health. A combination 
of inadequate laws and a gullible public permits thou- 
sands of dollars to pass each year into the pockets of 
unconscionable charlatans. Their smooth, suave ap- 
proach to people in emotional turmoil enables them to 
masquerade as competent psychologic therapists. 
Recently, a revival of interest in one of the oldest 
branches of psychotherapy has opened a new source 
of revenue to both quacks and sincere but misguided 
armchair psychologists. This new bonanza is the study 
and use of hypnosis by unqualified practitioners. 
Libraries and book stores show ample evidence of 
increasing public interest. A glance at want ad columns 
in metropolitan newspapers reveals ad after ad offering 
guaranteed courses. The novice has his choice of group 
Instruction, personal guidance or teaching by mail. 
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For those desiring shortcuts, records and _pre- 
recorded tapes are available bearing the voice of a 
persuasive professional hypnotist who induces the 
trance and then turns the unsuspecting victim over to 
the next voice that speaks. 

To quacks, the hypnosis fad has been a welcome 
source of revenue. To credulous zealots, hypnosis 
seemingly offers a panacea for all problems—a sort of 
psychologic Miltown. To sufferers of chronic or in- 
curable diseases, grasping at straws, it appears to be 
the magic key to health. To enthusiasts looking for a 
new thrill or fascinating parlor entertainment, it has 
become a game. To family physicians who not infre- 
quently encounter questions concerning the advisabil- 
ity of parlor hypnosis or who have occasion to see the 
emotional turmoil participation in this “game” can 
produce, it has become a source of real concern. It is 
for the benefit of these doctors who find themselves in 
the position of offering concrete yet easily understood 
information on this much disputed frequently misin- 
terpreted field, that this article has been written. 


A Dangerous Game 


For the average patient, adventures into the field of 
hypnosis through the medium of psychologic charades 
end in nothing more than entertainment. Many times 
the evening is wasted because of inexperience or lack 
of susceptible subjects. But there are those who are 
successful in inducing hypnosis. Night after night they 
toy with each other’s mental processes in this in- 
teresting amusement. Far too often, and regrettably 
late, these amateurs discover a distressing fact—they 
have been indulging in a game for fools. 

Hypnotism is not peculiar to this generation. It was 
ancient when Franz Anton Mesmer began experiment- 
ing with so-called animal magnetism in the eighteenth 
century. It was old when Egyptian priests utilized 
suggestion to induce temple sleep. 

Many attempts have been made to explain the hyp- 
notic trance. Although no specific theory has won 
universal acceptance, authorities are sure of one thing. 
Hypnosis is one of the tools for exploring the sub- 
conscious mind. 

The subject is myth enshrouded, however, and 
many misconceptions have arisen regarding the hypno- 
tist, his subject and the results or lack of results 
obtained. - 

Although it is true that hypnosis can produce sleep, 
these two states are quite different. The term “hyp- 
notic sleep” is a misnomer, for a hypnotized person’s 
behavior is similar to his actions when awake. Hyp- 
nosis, however, can act to reduce or eliminate normal 
defenses and painful, best-forgotten memories may 
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return from the past—memories that can cause severe 
emotional crises unless expertly handled. 

Hypnosis is a very personal interrelationship which 
constantly changes and people vary widely in their 
ability to be hypnotized. When a trance is induced, 
the behavior of the subject depends to a significant 
extent on the rapport, or emotional bond, between 
operator and subject, the cooperation of the subject 
and the personality and ability of the hypnotist. 


Hypnotic Responses 


Some persons are highly refractory to hypnosis. 
Skillful operators feel successful if deep hypnosis can 
be accomplished in 25 per cent of their subjects. Light, 
transient hypnotic states can be produced, however, 
in as high as 80 per cent of the population. Everyone 
is suggestible to some extent, and there is a relative 
parallel between the degree of suggestibility existing 
in the normal waking state and one’s ability to enter 
a hypnotic trance. 

The question is frequently asked if a person can be 
hypnotized against his will. With the possible excep- 
tion of a few highly suggestible persons, it is unlikely 
a trance can occur without the subject’s cooperation. 

The most responsive group exists in the extremes of 
age. Over 50 per cent of children can be induced, but 
after the mid-teens, the response decreases. This re- 
fractory period remains until after age 40 when it 
again becomes easier to induce hypnosis. 

Women seem more responsive than men, possibly 
because of the psychologic implications arising from 
the fact that most hypnotists are men. Intelligent in- 
dividuals with an ability to concentrate are much 
better subjects than dull people or those with wander- 
ing attention. 

In the hypnotic state, the subject frequently appears 
wide awake. Behavior will vary according to the type of 
suggestion given and the depth of the trance. Physio- 
logically, one’s body behaves the way it would under 
similar circumstances in the waking state. Circum- 
stances, of course, can be altered by suggestion. The 
subject may be calm or, if told to, may react violently. 
But it is not true that he is an automaton completely 
under the control of the hypnotist. 

In hypnosis, awareness narrows and one’s sense of 
time becomes distorted. The subject will ignore the 
presence of bystanders once the trance has been suc- 
cessfully induced. In the early stage of induction, 
however, extraneous sound may cause the subject to 
emerge. Depending upon the suggestion, one can be 
made to participate in ridiculous situations and will 
comply willingly as long as there is no strong conflict 
between request and mores. ° 
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Despite the appearance of weird characters ii: fic- 
tion, the hypnotist need not be a mystic. His eyes are 
no more compelling than anyone else’s. He need not 
possess unusual intelligence or “‘powers.” Almost any 
intelligent person can learn the technique if he wishes 
to take the time. 


Technique Only the Beginning 


Technique, however, is merely the beginning of the 
study of successful hypnosis. To employ it for bene- 
ficial purposes, one must possess a thorough under- 
standing of psychology and an intimate knowledge of 
the person he is attempting to treat. In every case 
where a question of the removal of physical symptoms 
or treatment of a specific physical problem is con- 
templated, a physical examination should be obtained 
from a competent physician. Without these precau- 
tions and a background of hours of guided practice, 
hypnosis can be disastrous to both subject and 
hypnotist. 

The instructions obtained from mail order courses or 
“schools” established to cash in on the current fad 
offer just enough information to cause trouble—a dan- 
gerous foundation for the practice of a medical spe- 
cialty. 

Hypnosis is commonly thought to be a battle of con- 
flicting minds with one powerful will dominating a 
weaker one. Nothing could be further from the truth. 
Hypnosis is a study in close cooperation. Willingness 
is an important factor in inducing the trance. Unless a 
blunder occurs which malimpresses the subject, re- 
peated hypnosis makes the next session easier to ac- 
complish. 

Difficulties in “awaking” a subject are seldom en- 
countered. When he does refuse to emerge, it is usually 
an indication of poor management by the operator. 
This problem can throw an amateur into a frenzy of 
ineffectual maneuvers. Fortunately, if the subject is left 
alone he will emerge by himself. Prolonged trances as 
such are practically impossible unless additional sug- 
gestion is given from time to time. 


Behavioral Influences 


The question of morals under hypnosis intrigues 
many people. Authorities differ in their opinion as to 
whether a hypnotist can dominate another mind sufl- 
ciently to cause him to go against his ethical sense. The 
majority feel this is improbable. 

However, it is significant to remember that people 
often do unpredictable things in their normal state. 
Under hypnosis, the outcome of inept, inquisitive 
suggestions can be both embarrassing and tragic. 
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Qualified physicians and psychologists have been 
able to employ hypnosis in the diagnosis, treatment and 
research of disease. But they do not regard it as a cure. 

True, some symptoms can be quickly removed by 
hypnosis. It is this very factor that makes it so easy for 
quacks to ply their trade. But these same symptoms fre- 
quently return after a short interval or new ones take 
their place. Symptoms, no matter how annoying, are 
present for a purpose. They are a part of the body’s 
warning system that denotes things are not in order. 
Frequently they permit one to function and orient at 
his particular level of society. To remove them without 
adequate psychiatric or medical follow-up to make their 
presence unnecessary may result in emotional havoc. 

Mesmer was a master at eliminating symptoms. But 
his approach ended there and his patients frequently 
became worse. Physicians of that era, therefore, refused 
to have anything more to do with Mesmeric suggestion. 

Today, hypnosis is recognized as a valuable tool in 
medicine, surgery and psychiatry. It is also known to 
have specific limitations. Since disease is seldom sin- 
gularly organic or emotional, hypnosis can be employed 
in selected cases as one of several methods applied to a 
given case to assist in obtaining a diagnosis. 

It is useful in some psychiatric problems, an example 
being severe itching caused by emotional conflict. Here, 
suggestion can be used to relieve symptoms until the 
solution to the conflict is found. Pain can frequently be 
modified or minimized in dentistry, obstetrics and sur- 
gery if patients are selected carefully before surgery. It 
is significant to note, however, that it is the response to 
pain and not pain itself that is changed by hypnotism. 

The specificity of indications and contraindications 
surrounding the use of hypnosis is quite complicated 
and the decision to utilize it should be based on a thor- 
ough knowledge of psychology and adequate medical 
consultation. England has solved her health hazard of 
quack hypnotists by making it illegal for others than 
medical personnel to utilize hypnosis. Perhaps this is 
the solution. 


Posthypnotic Suggestion 


One of the most intriguing and useful reactions pre- 
cipitated by hypnosis is the phenomenon of posthyp- 
notic suggestion, so potent that blindness or deafness 
can be produced that are difficult to distinguish from 
organic disease. Although the suggestions are revers- 
ible, it is a fantastic power to place in the hands of 
novices, charlatans or parlor entertainers. 

Posthypnotic suggestion, even in competent hands, 
frequently poses problems. Exemplifying this is the case 
of an anxious, physically poor-risk patient whose 
fear of surgery almost caused the operation to be post- 
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poned. Utilizing hypnosis the doctors encouraged the 
patient to suppress his fear. The operation proceeded 
without incident. Following surgery additional hypnotic 
suggestion was given that the patient not feel any sig- 
nificant pain occurring because of the wound. 

This implanted idea was so effective that pains which 
were signs of impending trouble were also faithfully ig- 
nored, Fortunately, this was discovered in time and the 
suggestion which had served as a two-edged sword was 
removed before further damage could occur. 


Posthypnotic Amnesia 


Associated with but separate from the posthypnotic 
state is posthypnotic amnesia. This is entirely a func- 
tion of the hypnotist who can by suggestion cause the 
subject to remember none, some or all of the things 
which transpired during the hypnotic trance. In psy- 
chotherapy this is extremely valuable. Much time can 
be saved by discovering the patient’s repressed con- 
flicts through hypnosis. Since the difficulties cannot be 
resolved in the majority of cases until the patient can 
bring himself to face the conflict, however, all memories 
of the repressed thoughts elicited by hypnotic inter- 
view are removed. To let them remain and allow the 
patient to face them unprepared, as can easily happen 
during inept parlor hypnosis sessions, is comparable to 
a situation where a patient awakes from anesthesia to 
find his incision wide open. 

The physiologic phenomena occurring during hyp- 
nosis are replicas of those which happen in everyday 
life. Responses occur, not because of any physical 
change wrought by hypnosis as such, but because of 
the response of the body to suggested situations. 

When rage is elicited, for example, breathing be- 
comes rapid, blood pressure rises and the metabolic 
rate increases. Stomach activity slows and the heart 
begins to race with concomitant effects which cause 
changes in the electrocardiogram. The same reactions 
accompany rage whether the person is hypnotized or 
not, and disappear when he becomes calm. 

Physiologic changes through suggestion, however, 
almost border on the unbelievable. If a suitable subject 
is told a hot iron is touching his skin, his body will 
react as though the event were taking place. Blisters will 
even appear. 

Regression to an earlier age can be accomplished 
and physiologic changes will occur within limits of the 
body’s current ability. This phenomenon is frequently 
misunderstood, for it has its limitations. When an ideal 
subject and expert hypnotist are cooperating, the pa- 
tient has the ability to call on many of his past experi- 
ences and associations. The subject’s desire to please, 
when combined with insistent suggestions by the op- 
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erator, sometimes results in weird excursions into past 
centuries which are not valid and which will not stand 
close examination. 

When utilized by competent professional personnel, 
hypnosis has limited ability to benefit a patient. In the 
hands of amateurs and quacks, it has the potential of 
destruction. This potential is present for the hypnotist 
as well as his subject. Frank, uncontrollable psychoses 
have been precipitated by inept mental excavations 
done for the amusement of a group of friends. 

Unearthing emotional problems is a simple tech- 
nique, but controlling and dealing with them once they 
are exposed is another matter. It is at this point that the 
amateur flounders. Although the majority of people ap- 
pear normal, some of us are not. When an inexperienced 
entertainer undertakes to hypnotize a potential psy- 
chotic he may find himself the recipient of violence. 


Legal Pitfalls 


Further, there are legal pitfalls even for the trained 
nonmedical hypnotist. Since a hypnotist is technically 
in control of his subject, misadventures that occur dur- 
ing hypnosis could be construed to be his responsi- 
bility. If he resorts to treating physical symptoms, with- 
out appropriate medical collaboration, he niay find 


himself charged with the illegal practice of medicine, 

The potential for trouble that exists when two inex. 
perienced people combine their ignorance in an effort 
to induce hypnosis is frighteningly real. Knowing these 
facts, it is difficult to believe that any thinking person 
would entrust this authority to either a parlor practi- 
tioner or, worse yet, a professional quack, no matter 
how noble his intentions. 

To the patient who inquires concerning the advisa- 
bility of indulging in parlor hypnosis, the practicing 
physician is well justified in assuring his patient that 
parlor hypnosis is indeed a game—a game for the 
foolish and the fool. 

The foolish? 

The word could aptly describe an individual who, 
without professional background and adequate train- 
ing, takes upon himself the responsibility of toying 
with another person’s emotional processes. 

And the fool? 

Is there a better term to denote the person who 
would entrust his most priceless possession—his mind 
—to the inept maneuvering of an entertainer or 
charlatan ? 


The author wishes to express his appreciation to Dr. Nicholas 
Ro.e, chief, Psychological Service, Wadsworth VA Hospital for 
reviewing this manuscript prior to publication. 


The Value of Hypothesis 


Ir Has OFTEN been pointed out that a very good example of 
the use of hypothesis is provided by Columbus’ discovery of 


America; it has many of the features of a classic discovery 
in science. Columbus, you will recall, was obsessed with the 
idea that if the earth were round he could reach the East 
Indies by sailing west. Notice the following points: (a) the 
idea was by no means original, but he had obtained some 
additional scraps of information ; (b) he met great difficulties 
in getting someone to provide the money as well as in 
making the actual experiment; (c) he did not find the ex- 
pected new route but, instead, found a new half of the world ; 
(d) despite all evidence to the contrary, he clung to the 
belief that he had found a new route to the Orient; (e) he 
got little credit or reward during his lifetime; (f) evidence 
has since been brought forward to show that he was by no 
means the first European to reach America. Parkes, A. S.: 
The Art of Scientific Discovery, Perspectives in Biol. ¢ Med., 
1:366 (Summer), 1958. 
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Paper disc bacterial sensitivity tests 

have been adapted for office use by the practicing physician. 
Culture sensitivities may oflen be determined within 12 hours. 
These tests make it relatively easy 

to select effective antibacterial drugs for home and office patients. 
They reveal a variety of infections. 


M. L. LITTMAN, M.D. 


Tenafly, New Jersey 


The Office Selection of Antibacterial Therapy 


OFFICE AND BEDSIDE PRESCRIPTIONS for antibiotics and 
sulfonamides are based on the clinical judgment of the 
physician, usually without the guidance of culture and 
sensitivity tests. The indiscriminate prescribing of anti- 
biotics has been deplored by many authorities. How- 
ever, culture techniques and sensitivity tests are not 
employed routinely since several days are required for 
completion of such tests and they are relatively expen- 
sive. Nevertheless, when an infection becomes severe 
and fulminating, or unresponsive to empiric therapy, 
the physician may then request culture and sensitivity 
tests of the predominant organism, so that he may 
provide specific treatment for the patient. 

Currently, the practicing physician who takes a cul- 
ture obtains the patient’s pus or other discharges on a 
sterile swab, places it in a sterile tube, and sends it to a 
laboratory for the identification of the etiologic agent 
and determination of its sensitivities to specific anti- 
bacterial agents. 

If the bacteriologic laboratory is located in a hospital 
or clinical laboratory some distance away from the 
doctor’s office, the specimen on the swab may become 
partially or completely dried in transit. This causes 
loss of viability of some microdrganisms, particularly 
streptococci and meningococci. Upon receipt of the 
swab, the laboratory bacteriologist streaks it over an 
agar plate and plants the swab in a tube of enriched 
broth. This step is taken to enhance the growth of 
the organisms before they are subcultured the next 
day on a second agar plate and also exposed to a variety 
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of selective culture media that permit differentiation 
between types of organisms. , 

After the predominant organism has been isolated 
in a pure culture and has been identified, its sensitiv- 
ity to a number of antibacterial agents is determined 
by using the tube dilution test method, the gradient 
plate test method, or the infiltrated paper disc agar 
plate technique. Although rapid tube sensitivity tests 
are used, they require bacteriologic skills and the 
services of a well-equipped clinical laboratory. These 
laboratory procedures usually require from 48 to 96 
hours for completion and may, understandably, be 
quite costly. Results obtained with in vitro antibiotic 
disc sensitivity tests correlate well with clinical results 
obtained in treatment of infection. 

In a recent seven-year study of 244 clinical infec- 
tions, Haberman reported that patients treated on the 
basis of the results of the paper disc agar plate tech- 
nique showed the best recovery rates with the least num- 
ber of failures or deaths. No deaths were encountered 
in patients treated promptly on the basis of the paper 
disc in vitro tests with one or more of the indicated 
antibiotics, while four deaths occurred among patients 
in which antibiotic therapy had been delayed three days 
after charting of the in vitro tests. Four deaths occurred 
among the patients for whom antibiotics other than 
those indicated by paper disc in vitro sensitivity tests 
had been prescribed. 

Although clinicians use general rules in prescribing 
antibiotics against different pathogenic bacteria, there 


125 


ne, 
eX- ty, / 
| 

ort YS 
on \ 
ter & 

) 

VSA) 

he / - 

zy 

in- 
ng 
ho 
or 
las 
= 


Figure 1. Plastic disposable Petri dish of Mueller Hinton blood agar, 
seeded thoroughly with patient’s specimen, and an antibacterial ring 
applied (before incubation). 


are numerous exceptions to these rules. Not only do 
strains of the same bacterial species vary in their sensi- 
tivities, but also bacterial species are becoming increas- 
ingly resistant to antibiotics. The problem of antibac- 
terial therapy is further complicated by the fact that 
the physician is confronted with the task of selecting 
one or more agents for his patient from some 41 dif- 
ferent generic compounds. In view of these facts, it 
would be of great value to the practicing physician to 
have readily available in his office a simple, accurate 
and inexpensive method for rapidly selecting specific 
antibacterial agents for his patient. 

A culture sensitivity kit (Medikit), consisting of dis- 
posable plastic Petri dishes containing Mueller Hinton 
blood agar, antibiotic-sulfonamide sensitivity rings con- 
taining eight antibacterial agents, sterile applicators, 
and sensitivity record forms, has been designed for of- 
fice use. Mueller Hinton blood agar was selected be- 
cause it does not contain sulfonamide inhibitors, such 
as para-aminobenzoic acid, and therefore can be used 
for sulfonamide sensitivity testing. The Mueller Hinton 
blood agar supports the luxuriant growth of staphy- 
lococci, streptococci, pneumococci, Gram-negative 
rods, meningococci and gonococci. Fresh purulent dis- 
charges from patients contain large numbers of infec- 
tive bacteria in practically pure culture. It is apparent 
therefore, that the fresh specimen itself may be used as a 


126 


Figure 2. Pus from carbuncle seeded on a blood agar plate and in- 
cubated 24 hours. Chloramphenicol in the ring and nitrofurantoin 
in the center disc were inhibitory in vitro to the confluent growth of 
Staphylococcus aureus. 


pure culture for seeding a blood agar plate. A paper 
disc agar plate bacterial sensitivity test may then be car- 
ried out directly in the office or at the patient’s bedside. 


Technique of the Test 


The office or bedside bacterial sensitivity test is per- 
formed as follows: 

1. A sterile swab is rotated in the patient’s purulent 
exudate, such as pus from an abscess, carbuncle, furun- 
cle, sinus drainage, discharge from the eye, ear or nose, 
or a drop of urine from a catheter. In acute pharyngitis 
and exudative tonsillitis, specimens are obtained by 
rubbing the swab firmly against the inflamed mucosa. 

2. The swab is then applied in parallel strokes back 
and forth across the surface of the blood agar, covering 
every part, then crosswise, again covering every part to 
insure uniform seeding of the surface of the agar with 
the predominant organism in the specimen. 

3. A ring containing eight antibacterial agents is re- 
moved from its sterile plastic envelope with a forceps; 
the ring is then placed on the seeded agar and pressed 
gently against the agar to insure contact between the 
agar and all of the antibacterial tabs. Only the periphery 
of the ring is handled with the forceps, not the tabs 
containing the antibacterial agents. Each tab on the 
ring is labeled and contains a low concentration of one 
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Figure 3. Exudate from otitis externa incubated 24 hours. Several 
antibacterial agents were effective in vitro. Two strains of Staphy- 
lococcus aureus were present, one sensitive to all of the agents of 
the ring (note central island of growth), the other sensitive to only 
several of the agents. A single agent effective against both strains was 
prescribed. 


of the following agents: penicillin, 2 units; chloram- 
phenicol, 5 mcg.; triple sulfa (sulfadiazine, sulfametha- 


zine, sulfamerazine), 50 mcg.; oxytetracycline, 5 mcg. ; 
erythromycin, 2 mcg.; tetracycline, 5 mcg.; dihydro- 
streptomycin, 2 mcg.; chlortetracycline, 5 mcg. These 
concentrations are equivalent to blood levels attainable 
in the body. 

4. A single sensitivity disc of one of the newer anti- 
biotics is placed in the center of the plate (Figure 1). 
The plate is then sealed with tape. 

5. The plate is incubated in an inverted position in 
a warm place, not above 37° C. (98.6° F.). 


The paper disc bacterial sensitivity test method has 
been employed in the office and at the patient’s bedside 
for a trial period of several months, during which time 
infections of diverse aerobic types in 97 patients were 
cultured. Specific therapeutic agents were prescribed 
for patients on the basis of these in vitro tests, depend- 
ing upon the clinical indications for the use of an anti- 
bacterial agent, the patient’s drug idiosyncrasies and 
the potential toxicity of the antibacterial agent. 

Mueller Hinton blood agar, streaked directly with 
patient’s fresh specimens and incubated, consistently 
yielded heavy growth of bacteria, usually in pure cul- 
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Figure 4. Throat swab from an 11-year-old child (Case 3), with 
severe streptococcal pharyngitis and tonsillitis, streaked on blood 
agar plate (incubated for 24 hours). Seven of the eight antibacterial 
agents were effective in vitro in preventing growth and blood hemo- 
lyzing action of the pure culture beta hemolytic streptococcus. Dihy- 
drostreptomycin was ineffective. (Observed by transmitted light after 
removal of plate label.) 


ture. Growth appeared over the entire surface of the 
blood agar except near those tabs that contained spe- 
cific growth-suppressing or actively inhibitory agents. 
Clear zones around these tabs indicated the absence of 
bacterial growth and therefore the in vitro effectiveness 
of the drug. The organism was recorded as either “sensi- 
tive” or “resistant” to the antibacterial agents on the 
tabs. There were no significant changes in these read- 
ings when plates were incubated at room temperature 
or at 37°C., except that results appeared earlier at the 
warmer temperature. 

The hemolyzing action of beta hemolytic streptococci 
on Mueller Hinton blood agar appeared within 24 
hours, often before colonies of the organism became 
visible. Both the hemolyzing action and the growth of 


this organism were suppressed around those tabs that ~ 


contained an inhibitory antibacterial agent. 

Often it was possible to observe the in vitro sensi- 
tivity of the predominating, infecting organism within 
12 hours of seeding the agar plate with the patient’s 
specimen. Nine antibacterial agents were tested at one 
time, eight of which were on the ring and one on a sep- 
arate disc placed in the center of the plate. The infor- 
mation obtained proved to be of great value in confirm- 
ing the use of a drug that had already been prescribed, 
or in permitting the more precise selection of an ef- 
fective antibacterial agent. 
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Figure 5. Throat swab, from a patient with severe pharyngitis, seeded 
on Mueller Hinton blood agar (after 24 hours incubation). A beta 
hemolytic streptococcus is present, resistant to dihydrostreptomycin, 
but sensitive to seven other antibacterial agents. A meningococcus is 
also present, resistant to penicillin and sensitive to seven antibacterial 
drugs. A single agent effective against both bacterial species was 
prescribed 


Staphylococcal Infections 


In most cases, pure culture growths of staphylococci 
were obtained rapidly on the blood agar plate in the 
form of dense white-to-creamy confluent growth (Fig- 
ure 2), or else as myriads of staphylococcal colonies 
(Figure 3). Growth was absent around those tabs that 
contained an effective antibacterial agent. Organisms 
sensitive to all the agents of the ring formed a central, 
irregular island of growth on the agar surface. Agar 
plates, prepared with exudate from carbuncles, boils 
and abscesses, could usually be read within 12 hours 
when incubated at 37° C. and within 24 hours when 
incubated at room temperature. Sufficient differences 
were observed in the in vitro sensitivities of staphylo- 
cocci cultured from different patients, so that no single 
antibiotic “formula” or general rule could be em- 
ployed. 


Gram-negative Rod Infections 


One drop of catheterized urine from a patient with 
cystitis and pyelonephritis, when streaked over the sur- 
face of the Mueller Hinton blood agar plate, produced 
typical moist, translucent, shiny confluent culture 
growth. The growth of the cultures and their sensi- 
tivities to the antibacterial agents of the ring were usu- 
ally visible within 24 hours. When two species of Gram- 
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negative rods were present in the urine, the antilac- 
terial agents effective in vitro against both of these 
species could be ascertained by the presence of clear 
zones around the antibacterial tabs. This information 
permitted prescribing a single antibacterial drug tliat 
was effective in vitro against both bacterial species. 
There were sufficient differences observed in the sensi- 
tivities of various Gram-negative rods, cultured from 
urines of different patients, so that no general rules 
could be made concerning the usefulness of any one 
antibacterial drug and, as with staphylococcal infec- 
tions, it became necessary to give specific therapy for 
each urinary infection. 


Streptococcal Infections 


Cultures were obtained from patients with severe 
pharyngitis by rubbing a sterile swab against the in- 
flamed pharyngeal mucosa or tonsillar exudates and 
then streaking the Mueller Hinton blood agar plate. 
In many cases, pure cultures of beta hemolytic strep- 
tococci appeared, accompanied in some instances by 
scattered white colonies of staphylococci. Although 
the typical tiny, pearly, translucent colonies of beta 
hemolytic streptococci were at first difficult to see on the 
blood agar surface, except under a light, the hemolyzing 
action of the organisms on the blood agar could be seen 
easily by transmitted light, after all labels had been re- 
moved from the plate. The action of the antibacterial 
agents of the ring, in preventing this hemolysis and 
growth, is graphically illustrated (Figure 4). When beta 
hemolytic streptococci and meningococci were both 
present on the agar, it was possible to determine the 
antibiotic susceptibilities of both organisms simultane- 
ously (Figure 5). This was due to the differences in the 
sensitivities of the two organisms to the eight antibac- 
terial agents in the ring. This enabled the physician to 
prescribe a single antibacterial drug effective against 
both bacteria. Most strains of beta hemolytic strepto- 
cocci isolated from the throat were sensitive to all anti- 
bacterial agents of the ring except dihydrostreptomy- 
cin. Patients with pharyngitis who harbored beta hemo- 
lytic streptococci in the pharynx were maintained on 
antibacterial drugs for an extended period of time. 
Cultures were made a second time to insure that ade- 
quate treatment had been given. 

The following case histories illustrate the need of tak- 
ing cultures, instituting therapy and then modifying it 
according to the culture sensitivities: 


Illustrative Cases 


Case 1. R.G., a 28-year-old white male with a history 
of recurrent boils, had developed a large carbuncle of 


GP Volume XIX, Number 5 


te 
St 
tc 
u 
Cc 
b 
te 
ol 
fo 
iz 
aa 
a 
al 
Ww 
Ci 
SU 
te 
se 
SC 
he 
] 
to 
m 
we 
w 
Sc 
lai 
. 
tic 
4 
‘ 


of 


the right thigh. His temperature was 100° F., white 
blood count 15,600 per cu. mm. with 75 per cent poly- 
morphonuclear leukocytes, and blood sugar was 91 
mg. per 100 ml. The carbuncle was incised and a rub- 
ber drain was inserted. Some of the pus was streaked 
over a Mueller Hinton blood agar plate and then 
streaked crosswise with the same swab. An antibacterial 
ring and single disc was applied to the agar. The 
seeded plate was inverted and incubated in a warm 
place in the office. Procaine penicillin was injected in 
close proximity to the carbuncle and erythromycin tab- 
lets were prescribed at dosage of 250 mg. every six 
hours. 

Upon return to the office the next afternoon, the 
patient was still febrile. The blood agar plate showed 
a pure culture growth of Gram-positive staphylococci 
resistant to penicillin, erythromycin and dihydrostrep- 
tomycin, but sensitive to the remainder of the antibac- 
terial agents on the ring. Penicillin and erythromycin 
were now both withheld, and tetracycline was pre- 
scribed. By the third day the patient’s systemic reaction 
to infection had begun to subside and the inflammation 
of the thigh decreased. The patient then made a rapid, 
uncomplicated recovery. 

Case 2. R.M., a 35-year-old woman, was seen with 
complaints of frequency of urination accompanied by 
burning and lower abdominal discomfort of two days’ 
duration. Temperature was normal. Review of symp- 
toms disclosed an episode of cystitis 12 months previ- 
ously. The physical examination was normal except 
for tenderness over the bladder. Bladder catheter- 
ization yielded 20 cc. residual of turbid urine having 
a specific gravity of 1.020, with one-plus albuminuria 
and no sugar. Microscopic examination revealed many 
white blood cells and bacteria. A drop of urine from the 
catheter was streaked with a sterile swab over the entire 
surface of a Mueller Hinton blood agar plate and then 
streaked crosswise with the same swab. An antibac- 
terial ring and a separate disc, containing 100 mcg. of 
nitrofurantoin, was applied to the agar, the plate was 
sealed, inverted and incubated. Nitrofurantoin was pre- 
scribed for the patient in dosage of 100 mg. every six 
hours. The next morning the bacterial sensitivity test 
plate was examined under a light. The confluent moist 
growth ofa Gram-negative rod was noted to be sensitive 
to triple sulfa, chloramphenicol and dihydrostrepto- 
mycin and resistant to the other agents on the ring, as 
well as to the center disc of nitrofurantoin. The patient 
was advised to stop nitrofurantoin, and triple sulfa 
(sulfadiazine, sulfamethazine, sulfamerazine) was pre- 
scribed instead. On return visit to the office four days 
later the patient was asymptomatic, physical examina- 
tion was negative and the urine was clear. 

In another patient with persistent pyuria, the reverse 
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situation occurred with regard to bacterial sensitivities, 
with the predominant Gram-negative rod sensitive to 
nitrofurantoin and dihydrostreptomycin and resistant 
to all other agents. Nitrofurantoin was prescribed with 
satisfactory results. 

Case 3. S.G., an 11-year-old girl with complaints of 
sore throat of two days’ duration, soreness of the neck 
muscles, headache and vomiting, was seen on a house 
call. Physical examination revealed a moderately ill, 
feverish child with flushed cheeks, swollen cervical 
lymph nodes, acutely inflamed pharynx, exudative ton- 
sillitis and rapid pulse. Heart and lungs were otherwise 
normal. There was mild generalized abdominal tender- 
ness but no rebound. At the patient’s bedside, a sterile 
swab was rubbed over the tonsillar exudates and then 
streaked thoroughly over the surface of the Mueller 
Hinton blood agar plate, then streaked crosswise with 
the same swab. An antibacterial ring was applied to 
the agar, the plate was sealed and returned to the office 
for incubation. Tetracycline was prescribed because of 
the patient’s intolerance to penicillin. Twenty-four 
hours later, examination of the agar plate revealed the 
presence of pure growth of beta hemolytic streptococci 
which had hemolyzed the blood agar in a characteristic 
fashion (Figure 4). Hemolysis and growth of the culture 
was inhibited around all the antibacterial agents of the 
ring, except dihydrostreptomycin, indicating that seven 
of the eight agents were effective in vitro. Triple sulfa 
was prescribed in addition to tetracycline because of 
the potentially serious nature of the infection. Clinical 
improvement was observed in the patient 36 hours after 
treatment. She became afebrile after 72 hours and was 
asymptomatic by the fifth day. Because of the presence 
of beta hemolytic streptococci in the throat and the 
feared complications of this type of infection, the child 
was maintained on antibacterial therapy for a total of 
ten days. Urinalyses were negative throughout the 
illness and there were no sequellae of the infection. 


The information provided by the office bacterial 
sensitivity test enabled more precise prescribing of 
antibacterial drugs and therefore reduced the use of 
ineffective agents. It enabled the rapid detection of beta 
hemolytic streptococci in cases of pharyngitis and 
tonsillitis in children and furnished an important indi- 
cation for extending the period of therapy with re- 
quired antibacterial drugs. 

Paper disc bacterial sensitivity test can be employed 
only for infections caused by aerobic and microaerophil- 
ic bacteria, and not for organisms that require special 
conditions of cultivation, such as anaerobic bacteria, 
fungi, protozoa and viruses. The most important use 
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of the sensitivity test is to help the practicing physician 
select antibacterial therapy at the bedside and in the 
office, rapidly and inexpensively. It is not intended that 
this office test should replace established cultural pro- 
cedures of well-equipped hospital laboratories. 

The technique of the paper disc bacterial sensitivity 
test is relatively easy. The specimen is collected from 
the patient’s discharge or inflamed mucosa with a sterile 
swab. However, it is necessary to seed the blood agar 
plate over its entire surface, and then to streak it cross- 
wise with the same swab. After the antibacterial ring 
is placed on the agar, and an adequate incubation 
period has elapsed, the results on the blood agar plate 
are easy to interpret. If the culture is resistant to all 
of the antibacterial agents in the ring, the entire plate 
will be covered with bacterial growth and no clear 
zones will be seen. If the culture is sensitive to an 
antibiotic in the ring, a clear zone will be seen around 
the agent. Just beyond this clear zone, where the 
antibiotic exists in less than minimal inhibitory con- 
centration, a stimulation of bacterial growth occurs. 
Consequently, the periphery of each clear zone becomes 
sharply defined. In the case of sulfonamides, this 
peripheral boundary is more diffuse but is still clearly 
discernible. 

The culture is read either as “sensitive” or “resistant” 
to the antibacterial agents. When two or more anti- 
bacterial agents produce clear zones on the agar against 
bacterial growth, one agent is not necessarily superior 
to another because the size of its zone is larger. The size 
of the clear zone is affected by factors such as the rate 
of diffusion of the agent through the agar, the type 
and number of organisms in the inoculum, and con- 
centrations of antibiotics on the tabs, in addition to 
superiority of action. Purulent exudates frequently con- 
tain sulfonamide-inhibitory substances; consequently 
only a small amount of exudate should be used as an 
inoculum for paper disc sensitivity tests. 


The use of the office paper disc bacterial sensitivity 
test gives a measure of assurance that the antibiotic to 
be prescribed is an effective agent in vitro for the pre- 
dominant bacteria of the infection. It reveals the pre- 
vailing sensitivities of the predominant organism and 
permits the physician to avoid prescribing a drug that is 
ineffective in vitro. If the culture growth on the plate is 
gram stained, it is possible to identify the organism asa 
staphylococcus, streptococcus or Gram-negative rod. If 
species identification of the organism is desired, the 
culture plate may be sent to a laboratory. 

During several months’ trial of this technique, in the 
office and on house calls, it became possible to learn 
firsthand which antibacterial drugs were effective against 
the prevailing bacterial infections and to observe trends 
in sensitivities of the predominant organisms. It became 
feasible to also test the in vitro effectiveness of some of 
the newer antibacterial drugs against fresh infections. 

In using the paper disc sensitivity technique with the 
patient’s specimen, it was found that a considerable 
number of organisms were resistant in vitro to peni- 
cillin but sensitive to tetracycline, chloramphenicol, 
erythromycin, nitrofurantoin and sulfonamides. Be- 
cause of the variations in sensitivities, no general rule 
could be made concerning a single antibiotic and it 
became necessary to give specific therapy for each in- 
fection. This is in agreement with the observation of 
Weil and Stempel who noted that exceptions to the 
general rules of susceptibility to antibiotics occurred 
frequently in nearly every class of microérganisms and 
that routine culture of specimens and testing of organ- 
isms for sensitivity to antibiotics was “of great value in 
the management of microbial infection.” 


The author is indebted to Dr. Irving Skheist of Media, Inc., 
Newark, N. J., for technical assistance. 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 


Rhinophyma 


THIS DISFIGURING LESION of the nose occurs chiefly in men 
past 50 years of age. The ratio of males to females is about 
12 to one. 

Best results of treatment are obtained with plastic sur- 


gical techniques. 
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Acute Hematogenous 
(Miliary) Tuberculosis 


SOL KATZ, M.D. 
Associate Editor, GP 


Figure 1. X-ray of the chest showing diffuse finely divided 
nodulations due to miliary tuberculosis. 


Figure 2. X-ray of the chest in a patient with miliary 
tube rculosis showing larger densities with a heavier con- 
centration in the upper parts of the lungs. 
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FOR THE DEVELOPMENT of acute hematogenous (miliary) tu- 
berculosis, large numbers of tubercle bacilli must enter the 
blood stream. There are several mechanisms by which this 
may occur. During primary tuberculosis, tubercle bacilli in 
large numbers may escape from the regional hilar and 
mediastinal lymph nodes to reach the thoracic duct. The 
bacilli are carried from the thoracic duct into the subclavian 
veins and then to the right heart to be disseminated through- 
out the lungs by way of the pulmonary arterial circulation. 
Pulmonary arteriovenous anastomoses permit the entrance 
of tubercle bacilli into the pulmonary venous circulation to 
be carried by the systemic arteries throughout the body. 

Tuberculous caseous foci in the lung may also erode pul- 
monary veins directly. Tubercle bacilli may extend from any 
caseous peripheral lymph node or caseous focus through the 
lymphatics to reach the thoracic duct. Direct extension from 
a caseous focus into a systemic vein has also been postulated 
as a source of hematogenous seeding. In some cases tubercle 
bacilli drain from an active extrapulmonary focus to the re- 
gional nodes and then through the lymphohematogenous 
route to the general circulation. It is probable that no one 
mechanism is constantly operative and that any one or a 
combination of these theories may be responsible. 

Acute hematogenous pulmonary tuberculosis is usually 
associated with widespread extrapulmonary hematogenous 
lesions. At times, however, generalized systemic hematoge- 
nous dissemination may be present without miliary pulmo- 
nary tuberculosis, but usually the lungs become involved. 

Many factors determine the distribution of organ involve- 
ment in acute hematogenous tuberculosis. Highly vascular 
organs theoretically have more tubercle bacilli brought. to 
them yet do not necessarily become involved. The thyroid, 
stomach and muscles, though well vascularized, are seldom 
the sites of tubercle formation. Organ susceptibility is an 
important factor influencing localization. This may be af- 
fected by the ability of the organ to remove tubercle bacilli 
from the circulating blood. Thus, organs with a well- 
developed reticuloendothelial system (liver, spleen, bone 
marrow) are frequently riddled with tubercles in acute 
hematogenous tuberculosis. 

The clinical manifestations vary from a fulminating febrile 
illness to one characterized by a chronic low-grade infection 
lasting for weeks or months. 

The chest roentgenogram reveals small densities of uni- 
form size, 1 to 3 mm. in diameter, evenly distributed 
throughout both lung fields. At times there may be a heavier 
concentration of the small nodulations in the upper parts 
of the lungs. The lesions may increase in size and coalesce 
if the patient is untreated. Under adequate therapy, the 
densities remain stationary for a period and then resolve 
or fibrose. Miliary calcification may occasionally ensue after 
complete healing. 

Antituberculous therapy now offers patients with miliary 
tuberculosis a good prognosis. 


131 


rity 
> to 
re- 
re- 
ind 
tis 
is | 
isa 
. If 
the | 
of ; 
the 4 
red 
an- 
. 
= 
iber 5 


Treatment of Thyroid Disease 


Radioactive iodine has proved 

a triple boon to patients with thyroid disease. 
|! js useful in treatment, in diagnostic studies 
preceding treatment and in research 

that may improve both. 
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Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP department. 

This is the eleventh of twelve 

from the University of Michigan. 


Practical Therapeutics 


The Treatment of Thyroid Diseases 


EDWARD A. CARR, JR., M.D. 
Departments of Internal Medicine 
Pharmacology and the Radioisotope Unit 
University of Michigan Medical School 
Ann Arbor, Michigan 


THE PHYSICIAN may see and feel the physical outline of 
the thyroid gland, especially when it is diseased. Now 
many details of thyroid physiology have been “seen” 
in the laboratories, thanks to a fortunate combination 
of techniques. The last two decades have seen the 
development of accurate microanalytic methods for 
iodine, the synthesis of antithyroid drugs that suspend 
the manufacture of thyroid hormone in mid-phase to 
permit study of the process, and the advent of chroma- 
tographic methods for the separation of closely related 
compounds, permitting biochemical dissection. The 
availability of a relatively cheap and convenient radio- 
isotope of iodine has been the crowning gift of modern 
technology to thyroid research. There is today virtu- 
ally no thyroid disease that cannot be treated with 
benefit, even if thorough understanding of the funda- 
mental nature of the disease is still lacking. 

The more frequent or the more treatable a disease is, 
the more one should be prepared to look for it regu- 
larly. Thyroid diseases qualify for attention on both 
counts. In a previous article of this series, Beierwaltes 
has discussed colloid and colloid adenomatous goiters, 
toxic and malignant nodules and Hashimoto’s struma. 
The present article will discuss cretinism, adult hypo- 
thyroidism, Graves’ disease and subacute thyroiditis. 


Origin and Fate of the Thyroid Hormone 


The manufacture of thyroid hormone within the 
gland can be conveniently described as four or five 
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steps (Figure 1). The gland first “traps” iodide, 1.e., 
concentrates it to a higher level than in the perfusing 
blood, thus competing with the kidneys for iodide. In 
the second step, the iodide is oxidized and reacts with 
the amino acid, tyrosine, to form iodotyrosines, the 
building blocks of thyroid hormone. The third step 
probably involves the coupling and rearrangement of 
two iodotyrosine molecules to form thyroid hormone. 

Strictly speaking, more than one hormonally active 
substance is formed at this stage but only the principal 
one, thyroxine, will concern us for the moment. This 
hormone is part of the protein, thyroglobulin, present 
in the thyroid follicles. Indeed, it is quite possible that 
the second and third steps utilize tyrosine that has 
already been built into the protein chain, At any rate, 
the fourth step is the breakdown of this protein, with 
release of the already formed thyroxine as an active 
fragment into the blood. It is not certain whether a 
fifth or “salvage”’ step also takes place. : 

An enzyme that removes iodine from iodotyrosines 
is very active in the thyroid gland. The thyroid cannot 
function properly if this enzyme is congenitally absent, 
and at times it has been found to be less active than nor- 
mal in thyroiditis. What can be the functional signifi- 
cance of this enzyme, which seems to destroy rather 
than create building blocks? One possible explanation 
is that the process of hormone manufacture may be 
wasteful, creating more building blocks than can be 
used at a given time. It is known that the normal thy- 
roid cannot store these building blocks easily, once 
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they have been released from the protein chain, as they 
tend to escape into the blood stream. Therefore the 
“*salvage”’ step may be useful in making the iodine from 
unused iodotyrosine building blocks again available 
within the gland. 

In the plasma, thyroxine is almost entirely bound to 
protein. At least one and possibly more proteins show 
a particular affinity for thyroxine. The one protein 
already well established as a carrier of thyroxine is now 
generally termed “thyroxine-binding globulin.” The 
hormone is released from the plasma to the tissues via 
the extracellular fluid and is extensively degraded in 
the tissues. 

The steps in this final breakdown are complicated, 
but two points are of special interest. The early steps 
in the hormone’s breakdown in the tissues seem to pro- 
duce intermediate compounds that are more potent or 
more rapidly effective than thyroxine itself. For ex- 
ample, triiodothyronine (T3) is produced by removal 
of one atom of iodine from thyroxine in the tissues. 
Ts also appears to be produced in parallel with thy- 
roxine during the original formation of the hormone 
in the thyroid gland. 

Therefore circulating T3, which has been found in 
small amounts, loosely bound to thyroxine-binding 
globulin of some normal humans, may have come from 


Figure 1. Major aspects of the cycle of todine metabolism. 
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the thyroid gland rather than the peripheral tissuc,s, 
A second interesting feature of the peripheral brea\.- 
down of thyroxine is that eventually most of the iodine 
will be liberated and returned to the body iodide pool, 
where once again it will become available for use by ‘he 
thyroid. 

Only a small amount of thyroxine passes out of the 
body without being broken down, and this small loss is 
chiefly via the bile and feces. 

At the levels of circulating thyroid hormone nor- 
mally found in pregnancy, transplacental passage of 
hormone from mother to fetus is probably negligible in 
early pregnancy. 

In later pregnancy, somewhat larger amounts of thy- 
roid hormone cross from mother to fetus, but even 
then the rate of transfer is too slow to supply fully 
adequate amounts of maternal hormone to the fetus. 
The normal fetus does not suffer thereby, as he depends 
primarily on his own thyroid gland for his supply of 
hormone. If, however, the fetus does not have an ad- 
equately functioning thyroid gland, he must depend 
upon the subnormal amount received across the pla- 
centa. These facts have great relevance to the diag- 
nosis and treatment of cretinism, and thus the conclu- 
sion of this brief review of thyroid physiology leads 
directly to practical considerations. 
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Cretinism 


A consideration of the features that may permit early 
diagnosis must be an integral part of any discussion of 
therapy of cretinism, for this is one thyroid disorder in 
which the opportunity to bring great benefit to the 
patient knocks only once. As a cretin must, in fetal life, 
depend upon the subnormal supply of thyroid hor- 
mone available across the placenta, those aspects of 
fetal development that are very sensitive to lack of thy- 
roid hormone, such as central nervous and skeletal de- 
velopment, may suffer severely and may be already 
retarded at birth. It is thus imperative to recognize 
cretinism promptly in the newborn infant. Fetal and 
early neonatal life are particularly critical periods in 
development of the central nervous system, and if 
deprivation of thyroid hormone in the neonatal period 
is permitted to follow the deprivation that has probably 
already existed in the cretinous fetus, permanent 
mental impairment becomes virtually certain. 

On the other hand, even a subnormal supply of thy- 
roid hormone in fetal life is likely to be adequate for 
those aspects of development that are relatively less 
dependent on the hormone. The newborn cretin there- 
fore often suffers the additional misfortune of appearing 
deceptively normal on ordinary physical examination. 
Many of the obvious signs of cretinism will not appear 
until later in neonatal life. In view of the pressing need 
for early recognition and treatment, the importance of 
recognizing and investigating the earliest onset of these 
signs is obvious. 

The clinical findings in cretins at birth and during the 
postnatal period are listed in Table 1. About 70 per 
cent of cretins show umbilical hernia, and about the 
same proportion have respiratory difficulties. Although 
the average birth weight is high, individual cretins may 
be underweight at birth. The cretinous infant usually 
takes a very long time to swallow each feeding and is 
particularly likely to become cyanotic during feedings. 
Even if he gains weight, his linear growth is retarded. 
Carotinemia may contribute to the prolonged icterus. 
Constipation and lethargy are each reported in over 
90 per cent of histories given by parents of cretins. 

Cretinous features are shown in Figure 2. If, how- 
ever, one waits for the appearance of classical cretinous 
features before making the diagnosis, a valuable thera- 
peutic opportunity will have been lost. Therefore, at 
the first suspicion of the warning signs listed in Table 1, 
the physician should carry out immediate and energetic 
steps to detect cretinism. 

As normal skeletal maturation is particularly de- 
pendent upon normal supply of thyroid hormone, a 
cretin, even though superficially normal at birth, will 
usually already show delayed skeletal maturation at 
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CLINICAL FINDINGS IN CRETINS 4 

1, Umbilical hernia 

2. Prolonged cyanosis 


3. High birth weight (over nine pounds) 
POSTNATAL; (IN ORDER OF APPEARANCE) “9 
. Feeding difficulty 
. Retarded growth 
. Prolonged icterus neonatorum 


. Respiratory distress with cyanosis 
. Constipation 

. Lethargy and somnolence 

. (Anemia) 

. Dry skin 

. Hypothermia 

10. Bradycardia 

11. “Classical” cretinoid features 


birth. X-ray films of the knees and ankles are most 
likely to be useful. The absence of the distal femoral 
epiphyseal ossification center is a particularly valuable 
aid in the diagnosis of cretinism. Figure 3 compares a 
cretin with a normal infant in this respect. 

Serum protein bound iodine concentrations (PBI) 
and thyroid I'*! 24-hour uptake are usually subnormal 
in cretins, although there are rare forms of cretinism 
in which the PBI or I’*! uptake may not be subnormal. 
In interpreting the PBI, the physician should remember 
that during the early neonatal period, the normal in- 
fant has a rise in PBI to levels greater than those seen 
in normal adults. It is thoroughly justifiable to take the 
slight risk of radiation exposure in an infant to aid in 
this diagnosis and avoid the much greater risk of 
untreated cretinism. Extremely small tracer amounts of 
I'*! can be used in testing infants. 

Although serum cholesterol concentration is usually 
elevated in adult hypothyroidism, it is not so elevated 
in young cretins and this determination is therefore of 
little help in diagnosis. 

Once this all-important diagnosis has been made, 
treatment should be started promptly. Even when ade- 
quate therapy is given from the time of birth on, the 
physician may still fail to obtain normal intelligence in 
every cretin. But early, adequate, regular therapy will 
result in the achievement of normal intelligence in a 
significant number of cretins, and an attitude of 
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hopelessness in this regard is entirely unjustified. 

However, each succeeding postnatal month that the 
disorder is not recognized and adequately treated re- 
duces the chance of obtaining eventual normal intelli- 
gence; and finally, if the first six or seven postnatal 
months have gone by without treatment, the chances 
that subsequent treatment will result in normal intelli- 
gence are slim indeed, though even this delayed treat- 
ment may aid the child physically. 

The dose of desiccated thyroid recommended in 
most older textbooks is probably grossly too low. In 
planning the dosage schedule, the physician should 
visualize a line connecting the following three points: 
1 gr. (64 mg.) daily at 6 months of age, 2 gr. daily at 1 
year of age and 3 gr. daily at 2 years of age. When 

‘treatment is initiated, the infant should receive 44 
gr. daily for two weeks, and this dosage should then be 
raised by %-gr. increments until the infant reaches the 
dose appropriate for his age, as indicated by the above 
line. The increments should be made at two-week in- 
tervals. Thus the infant will receive 4% gr. daily for two 
weeks, 4 gr. daily for two weeks, % gr. daily for two 
weeks, etc., until the above line is reached. Thereafter, 
the increase will follow the slope indicated by the line. 

If this method of gradual increase in dosage is fol- 
lowed, symptoms of overdosage are unlikely to occur. 
However, occasionally infants will show tachycardia, 
marked perspiration, severe restlessness and insomnia, 
and will have to receive lesser doses than those advo- 
cated above. But the most common error is under- 
dosage, and this should be avoided at all costs. The 
mother should be instructed to bring the infant in 
regularly for increase in dosage. Some mothers are so 
pleased with the initial results of thyroid treatment 
that they avoid bringing in the baby for many months 
thereafter. This allows the child to ‘‘outgrow his dos- 
age”’ and suffer eventual mental impairment. 

I have purposely discussed cretinism first. Observa- 
tions in medical libraries have convinced me that most 
medical writing has an anesthetic quality that deserves 
further pharmacologic investigation; it would be pre- 
sumptuous to assume that the present article is any 
exception. Therefore, it is hoped that the reader will 
have reached the section on cretinism while he is still 
at least in “‘stage one.” Neglected early cretinism leads 
to lifelong tragedy for the patient. 


Adult Hypothyroidism 


Desiccated thyroid, U.S.P., is entirely satisfactory 
for the treatment of most cases of adult hypothyroidism. 
The final daily dose will usually be 3 gr. although a 
significant minority of patients should receive a lower 
final dose. Ideally the aim of treatment is to obtain both 
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optimal clinical results and normal results in laboratury 
tests, such as basal metabolic rate and PBI. Obviously, 
the clinical result is more important than the laboratory 
result, but failure to observe the precautions listed be- 
low often causes unnecessary side effects and leads the 
physician to settle for a final dosage that keeps the pa- 
tient inadequately treated, with grossly subnormal 
laboratory findings. 

The dose should be raised very gradually at first, but 
can usually be raised by larger increments later, as the 
patient approaches the euthyroid state. One ordinarily! 
starts with 4 gr. daily for about three weeks, then 4 
gr. daily for about three weeks, % gr. daily for two 
weeks and 1 gr. daily for two weeks. One thereafter 
increases the dose more rapidly if the patient tolerates 
the drug well. 

The signs and symptoms of underdosage are obvi- 
ously those of hypothyroidism, 
wretched feeling of sluggishness and lack of “pep,” 


weight gain with poor appetite. The principal signs 
and symptoms of overdosage are (1) those of hyper- 
thyroidism, such as nervousness, weight loss with good 
appetite, palpitation, insomnia and excessive perspira- 
tion, and (2) those peculiar to patients suffering other 
disorders that tend to be relieved by the hypothyroid 
state and exacerbated by the euthyroid state, such as 
congestive heart failure, Parkinsonism and, particu 
larly, angina pectoris. 

The presence of any of the conditions listed under 
(2) may call for even more cautious regulation of the 
dosage than suggested above and may frequently re- 
quire that the physician settle for a final daily dose well 
below 3 gr. However, one must also remember that 
angina and cardiac failure may themselves be due to 
myxedema heart disease and may get better rather 
than worse as the patient is restored gradually toward 
the euthyroid state. The physician must observe the 
patient frequently and decide whether any given dose 
is making the symptoms better or worse. This can only 
be decided by cautious trial and repeated observation. 

An additional set of symptoms, including itching of 
the scalp and temporary increase in the generalized 
aches and pains that often accompany myxedema, may 
accompany the early phase of treatment. They tend to 
be temporary, but if they are very severe, one may have 
to raise the dose of desiccated thyroid even more slowly. 

Patients with pituitary insufficiency may be cata- 
pulted into a crisis of adrenal insufficiency when treat- 
ment of their hypothyroidism begins, unless due care 
is taken to raise the dose very slowly and to treat the 
hypoadrenalism simultaneously. 

Ts is also commercially available (Cytomel). The 
onset of effect after administration of Ts begins more 
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rapidly than when desiccated thyroid is used. More 
important, the decay in effect after administration is 
stopped is also more rapid. Therefore, when any of the 
prev iously mentioned considerations call for particular 
caution in adjusting the dose of thyroid hormone in 
adult hypothyroidism, it is rational to use Ts instead 

\/ of desiccated thyroid. If inadvertent overdosage results, 
undesirable effects will recede more rapidly after cessa- 
tion of administration of T; than after discontinuation 
of desiccated thyroid. 

Another rational use of T; is in the treatment of 
hypothyroid individuals who are expected to require 
temporary cessation of treatment a few weeks later in 
order to permit I'*! tracer studies, e.g., patients under- 
going follow-up studies after surgery for thyroid 
cancer. 

It has been claimed that T; is superior to desiccated 
thyroid in certain adults with a proposed syndrome of 
“metabolic insufficiency without hypothyroidism” and 
inferior to desiccated thyroid in promoting normal 
development of cretins. The author is uncertain of the 
validity of either of these claims. However, the previ- 
ously noted looseness of the bond between thyroxine- 
binding globulin and Ts; has a practical result: An 
individual receiving the correct amount of T3 to keep 
him euthyroid has a serum PBI well below that of nor- 
mal individuals, whereas an equivalent amount of 
desiccated thyroid produces a normal PBI. This makes 
it somewhat more difficult to regulate the dosage of Ts, 
especially in infants, and desiccated thyroid is there- 
fore recommended in cretinism. One hundred mcg. of 
T3 by mouth is roughly equivalent to ‘to 3 gr. of desiccated 

«thy roid, 


Graves’ Disease 


Treatment of Graves’ disease may be arbitrarily 
divided into definitive treatment, ordinary supportive 
measures, and management of special situations. 


Derinirive TREATMENT 


Radioactive iodine or subtotal thyroidectomy are 
recommended. Their relative values will be easier to 
judge after we have had longer follow-up studies of pa- 
tients who have received treatment with radioactive 
iodine. The following recommendations are based on 
the experience to date, as the second decade of I'%! 
therapy approaches its close. Patients who are over 40 
and who have a non-nodular thyroid should ordinarily 
receive therapy, except in the following’situations: 

Strong reason to suspect thyroid cancer from his- 
tory and examination, even in the absence of 
nodules. 


Pregnancy. 
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Figure 2. A cretinous infant. Note the poor development of the 
bridge of the nose, the thick, pouting lips and the puffiness around 
the eyes. This is a moderate example of cretinous facies. 


Figure 3. X-ray films of lower limbs of normal and cretinous 

infants. 3a. (above). Normal infant. Note the presence of both distal 

femoral and proximal tibial epiphyseal ossification centers. 3b. 

(below). Cretin. Note the absence of both aforementioned ossification 

centers. The absence of the distal femoral center is particularly signif- 

—- as it is present in virtually all normal full-term infants at 
irth. 


Refusal of the patient to accept I'*! treatment. 
Inadequate facilities for I'*! treatment. 
Extremely large goiter. 
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Evidence of compression by the thyroid gland. 
Extremely severe thyrotoxicosis. 

The treatment of extremely severe degrees of thyro- 
toxicosis, and thyrotoxicosis during pregnancy will be 
discussed below. The other exceptions usually call for 
surgical treatment. 

Patients who are under 40 or who have thyrotoxicosis 
with nodular goiter should usually have subtotal thy- 
roidectomy, except in the following instances: 

Recurrent thyrotoxicosis after previous subtotal 
thyroidectomy for Graves’ disease. 

Increased operative risk because of some other 
disease (e.g., mitral stenosis). 

Refusal by the patient to accept surgical treat- 
ment. 

Marked refractoriness to antithyroid drugs used in 
preparation for surgery. 

Reactions to the above drugs. 

Severe ophthalmopathy. 

Unavailability of necessary personnel and facilities 
for safe surgical treatment. 

The above exceptions call for I therapy. If the pa- 
tient is already receiving antithyroid drugs, it is neces- 
sary to discontinue these before I'*! is given. Provided 
the method of treatment discussed below is followed 
carefully, such ['*! treatment can usually be carried out 
a few days after antithyroid drugs have been discon- 
tinued. Of course, most patients who begin preoperative 
preparation with antithyroid drugs will not have drug 
reactions, etc., and will eventually be ready for opera- 
tion. Conversely, if it is known from the outset that 
I'8! is to be the definitive treatment, antithyroid drugs 
are usually not given anyway (see below). 

Before preoperative treatment begins, the physician 
should obtain “baseline” thyroid function studies. 
Basal metabolic rate and PBI are usually adequate. 
Propylthiouracil is then given, 100 mg. orally three 
times daily. Lugol’s solution, 1 drop daily, is given 
simultaneously with propylthiouracil. A satisfactory 
alternative is to give the Lugol’s solution for ten to 14 
days preceding operation rather than during the entire 
preoperative period. But in either event it is very im- 
portant to give Lugol’s solution only while pro- 
pylthiouracil is being given simultaneously. As long as 
propylthiouracil is given, the second step of hormone 
synthesis is blocked and iodine will not be built into 
thyroid hormone but will merely exert its desirable 
effect in making the gland less hyperplastic and, there- 


fore, easier to manage surgically. In the absence of | 


propylthiouracil, iodine can be synthesized into more 
thyroid hormone, delaying the achievement of euthy- 
roidism. Occasional patients will require as much as 
200 mg. of propylthiouracil three times daily. 
Preoperative treatment should be carried out until 
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the patient is euthyroid, as judged by both clinical aud 
laboratory examinations. Although some patients will 
be ready for surgery after the first month of treatment 
with antithyroid drugs, many patients require two or 
three months to reach euthyroidism. However, if acle- 
quate treatment, even with larger doses of propy]thi- 
ouracil, fails to bring the patient to a euthyroid state 
after six months or more, the patient should be judged 
refractory to these drugs. Theoretically, any patient 
could be made euthyroid with propylthiouracil if suffi- 
cient time were allowed, but the practical disadvantages 
of taking several years to prepare a patient for surgery 
are obvious. 

Patients should be warned that the onset of a sore 


throat, general malaise, bone aches, fever, etc. all might 
herald agranulocytosis. Should any of these symptoms 


or signs occur, the patient should immediately discon- 
tinue both propylthiouracil and iodine and should con- 
sult the physician, who should promptly perform a 
white blood count. A moderate leukopenia, e.g., 4,000 
to 5,000, is not uncommon in patients treated with 
propylthiouracil, but a drop in white blood count be- 
low 4,000 usually calls for discontinuation of the drugs. 
If the white blood count shows that the aforementioned 
signs and symptoms were “false alarms,” the patient 
should be immediately instructed to resume antithyroid 
medication. 

Although white blood counts at very frequent inter- 
vals might theoretically be useful in detecting agranu- 
locytosis even before the onset of symptoms, no fre- 
quency that is possible in practice will be sufficient to 
solve this problem, and the physician must therefore 
rely upon alertness on the part of the patient or a re- 
sponsible relative. Other adverse reactions to anti- 
thyroid drugs include “drug fever,” skin_reactions, 
salivary gland swelling, lymphadenopathy, polyarteritis 
nodosa and the coryzalike symptoms of “iodism.” 

Patients showing adverse reactions to antithyroid 
drugs should, of course, not receive these drugs further 
until the adverse reaction has subsided under appropri- 
ate treatment. It is then usually justifiable to make one 
more attempt to use antithyroid medication, substi- 
tuting methimazole (Tapazole), in doses of 5 to 10 mg. 
three times daily, for propylthiouracil. 

If the original reactions occurred while the patient 
was receiving both propylthiouracil and iodine, the 
iodine should be discontinued while methimazole is 
tried as a substitute for propylthiouracil. If no reac- 
tions to methimazole occur after a few days, iodine 
may be added to the treatment again. If reactions re- 
cur after either methimazole or iodine, antithyroid 
drugs should be discontinued and the attempt to pre- 
pare the patient for surgery abandoned. I'*! then be- 


comes the definitive treatment of choice. 
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ORDINARY SUPPORTIVE MEASURES 


/ Phenobarbital, 15 to 30 mg. four times daily, or an 
equivalent drug, is usually indicated. Patients must be 
made to secure additional amounts of rest in bed every 
day. In some instances, the thyrotoxic patient is so 
driven by her disease that she must be placed at total 
bed rest in a hospital for several weeks if adequate 
preoperative preparation is to be obtained. The pa- 
tient’s appetite is often enormous, and she must be 
allowed to satisfy this appetite, or weight loss will be 
even further exaggerated. 

Unless thyrotoxicosis is extremely severe, radioactive 
iodine can be given without previous preparation with 
antithyroid drugs or supportive measures. Most pa- 
tients who receive radioactive iodine can go home on 
the day the dose is given, and return after one to three 
months for evaluation and determination whether a 
second dose of I'*! is needed. 

Provided urine is voided and flushed down the toilet 
in the ordinary way, it does not represent a source of 
particular hazard in the patient who has received a 
usual dose of I'*! for the treatment of Graves’ disease 
(7 to 15 mc.). If the patient has small children likely 
to cling closely to her for long periods, she should 
avoid holding them this closely for a few days after 
receiving the above dose, but otherwise special pre- 
cautions are not necessary, and the patient does not 
have to sleep in a room apart from others. 

Most patients require six weeks or even longer to 
achieve significant results from a dose of I'*! in Graves’ 
disease, and there may even be a period of temporary 
exacerbation of hyperthyroidism during the first week 
after treatment. An occasional patient, in whom severe 
thyrotoxicosis or coexistent disease makes such an ex- 
acerbation particularly likely or dangerous, should be 
kept under observation in the hospital for about a week 
after treatment. 


MANAGEMENT OF SPECIAL SITUATIONS 
Pregnapey.contraindicates radioactive iodine treat- 


ment. Even the administration of tracer doses to a 
pregnant woman should ordinarily be avoided. A 
pregnant patient shauld receive propylthiouraei and 
iodine as described above, except that a total daily 
dose of 150 mg. of propylthiouracil is more likely to be 
indicated than 300 mg. One should remember that the 
natural state of a pregnant woman looks somewhat like 
thyrotoxicosis and that the aim of treatment is to re- 
store the patient to a state normal for her -pregnancy, 
not to a state normal for nonpregnant women. For 
example, the BMR is usually moderately elevated dur- 
ing the latter part of normal pregnancy. If one elects 
to perform subtotal thyroidectomy during pregnancy, 
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the patient should be brought to this “normal” (for 
pregnancy) state before operation. Furthermore, it is 
advisable to avoid surgery at the end of the first tri- 
mester, a period of particular hazard of miscarriage. 
If one elects to control the thyrotoxicosis with anti- 
thyroid drugs during the entire pregnancy and then 
carry out definitive treatment after the postpartum 
period, it is usually advisable to discontinue propyl- 
thiouracil and iodine for one or two weeks before 
delivery. These drugs can be given again after delivery, 
but a woman receiving propylthiouracil should not 
nurse her infant. Provided all these precautions are 
followed, goiter in the infant is unlikely. Nevertheless, 
prompt careful evaluation of thyroid size and status in 
any infant born of a thyrotoxic mother is indicated. 


SEVERE THYROTOXICOSIS AND CRISIS —— 


Hydrocortisone, 200 to 300 mg. during the first 24 
hours and 100 mg. daily for a few days thereafter, is 
indicated. Analogous adrenal cortical steroids, such as 
prednisone, can be used instead of hydrocortisone, 
with appropriate change of dosage. The route of ad- 
ministration may be oral, intramuscular or intravenous, 
depending upon the urgency of the situation and the 
patient’s ability to take drugs by mouth. In any event, 
patients in thyroid crisis are usually eating very little, 
and adequate parenteral supplies of glucose and water 
are needed. In order to decrease the secretion of thy- 
roid hormone from the gland, Lugol’s solution, 1 
drop daily, should be given orally. For the reason pre- 
viously discussed, propylthiouracil, 100 mg. three 
times daily, should be given simultaneously with the 
Lugol’s solution. Bed rest and sedation are important. 
Supplementary oxygen by mask or tent is occasionally 
needed, but one must try to avoid further disturbing 
the already overwrought patient. 

The above regimen usually brings the thyrotoxicosis 
under somewhat better control within a few days, and 
one may then continue propylthiouracil and iodine 
until the patient is euthyroid and ready for surgery or 
until the patient is only moderately thyrotoxic and 
ready for I'*! therapy. 


OPHTHALMOPATHY 


All patients with any significant degree of involve- 
ment of the eyes in Graves’ disease should be in- 
structed to sleep with their heads moderately elevated. 
If observation of the sleeping patient reveals that the 
eyes do not close completely during sleep, the patient 
should be instructed to put Vaseline gauze pads over 
the eyes at night. Methyl cellulose solutions may be 
used as eye drops also. It is important to make the 
patient euthyroid by a gradual method such as radio- 
active iodine. 
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Hypothyroidism should be avoided. Both hypothy- 
roidism and hyperthyroidism seem to make the 
__9phthalmopathy worse, but the plain truth is that no 
one really understands the relation between thyroid 
function and ophthalmopathy in Graves’ disease. 

The giving of large doses of desiccated thyroid or 
T3, even to the point of causing moderate exogenous 
thyrotoxicosis, is frequently tried. There is general 
agreement that this does little or no harm, and some 
believe that it does a certain amount of good. 

For more severe degrees of ophthalmopathy, adrenal 
cortical steroids, reserpine and roentgen irradiation of 
the orbital areas have all been recommended. Each of 
these methods has its supporters and skeptics. For 
extremely severe ophthalmopathy, bitemporal decom- 
pression offers real promise, and in the most extreme 
instances, destruction of the pituitary gland is even 
justified. 

The general practitioner will be able to manage suc- 
cessfully the mild ophthalmopathy of most cases of 
Graves’ disease by treating the hyperthyroidism and 
advising the simple measures described at the be- 
ginning of this section. More severe cases should be 
referred to medical centers. 


Subacute Thyroiditis 


As the onset of this disease is often (though not 
always) gradual, and the thyroid pain tends to be 
steady and nagging, the patient’s endurance has often 
been considerably taxed by the time he first consults a 
physician. Analgesics are usually required at frequent 
intervals at the very beginning of treatment. The in- 
flammatory process itself should be treated by bed rest 
or systemic administration of adrenal cortical steroids 
in full doses, e.g., 50 mg. of hydrocortisone orally 
every six hours for the first day and 25 mg. every six 
hours thereafter until treatment with full doses is no 
longer needed. Then the dose should be gradually de- 
creased to nil by steady decrements of 5 to 10 mg. a 
day in the total daily dose. 


It is difficult to be certain how soon to discontinue ~ 


treatment, as patients may require as much as several 
weeks of therapy. When the patient has been quite 
free of symptoms for seven to ten days, the physician 
may begin gradually to reduce the dose of corticoste- 


roids, but he should be ready to restore full dosa se 
promptly if evidence of recrudescence occurs. 

Other adrenal cortical steroids with anti-inflam- 
matory effect may be used instead of hydrocortisone 
in the above regimen, the dosage being adjusted ap- 
propriately. As the possible side effects of all these 
corticosteroids are far from negligible, bed rest is con- 
sidered by some to be preferable to corticosteroid 
therapy. But bed rest has two disadvantages. Whereas 
the symptoms are usually controlled fairly promptly 
by corticosteroids, bed rest must usually be carried 
out for several days before symptoms begin to sub- 
side. Furthermore, the financial and social disad- 
vantages of bed rest must be considered. 

Premature ambulation, like premature discontinua- 
tion of corticosteroids, may lead to recrudescence. 
Therefore one must usually begin a trial of gradual 
ambulation in the same way one begins to decrease 
corticosteroid therapy and must be prepared to re- 
store strict bed rest if signs and symptoms of thy- 
roiditis recur. 

A reasonable system of therapy is to start with cor- 
ticosteroids except in patients who are poor risks for 
such therapy (e.g., patients with history of mental ill- 
ness, peptic ulcer, tuberculosis) and to start with bed 
rest in these exceptional patients. If either bed rest or 
corticosteroids proves disappointing, one should of 
course consider addition (rather than substitution) of 
the other form of therapy. 

This empirical approach to the treatment of sub- 
acute thyroiditis reflects our uncertainty about its 
underlying nature. But work in several medical centers 
suggests that significant information may be forth- 
coming from the fields of virology or immunology, or 
perhaps from both. There is even hope that immu- 
nologic results may contribute not only to the treat- 
ment of thyroiditis but also to the prevention or treat- 
ment of other thyroid diseases, e.g., Hashimoto’s 
struma and possibly even cretinism. Such high hopes 
for the future offspring of present research may, as 
many past examples show, easily fail. But, as Doctor 
Zhivago says, “All women are mothers of great men— 
it isn’t their fault if life disappoints them later.” 


A coupon for ordering a bibliography accompanying this article 
may be found adjacent to or near the Index to Advertisers. 
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Polycythemia Vera 


Q. What is the most effective treatment at present for 
polycythemia vera ? 


A. First one must be sure he is dealing with a poly- 
cythemia rubra vera, and not the secondary variety. 

The objective of therapy is to maintain an hemato- 
crit of about 55 ml. per cent or lower if symptoms 
persist. 

The current treatment of choice is the use of radio- 
active phosphorus (P**). The methods of administration 
vary with different therapists. Commonly venesection is 
used as an adjunct. In some quarters the “radiation 
hazard” has dampened enthusiasm. 

Venesection, long a popular method, remains effective. 
It is especially useful for the rapid relief of symptoms. 
Usually 500 cc. of blood is withdrawn every other day 
until the hematocrit reaches normal. 

Myleran, a drug particularly useful in chronic myelog- 
enous leukemia, has some proponents, but because of 
its toxic potential, it cannot be recommended except on 
an experimental bssis. Results to date, are however, 
promising. 

General methods include prevention of hemorrhage, 
thrombosis, peptic ulcer, hypertension and cirrhosis. 


Diagnosis of Rheumatic Fever 


Q. What are the newest and/or most accurate laboratory 
tests for rheumatic fever ? 


A. Unfortunately, there are no laboratory tests which 
make the diagnosis of rheumatic fever. The sedimenta- 
tion rate is usually elevated, but it is also elevated in 
theumatoid arthritis, disseminated lupus and many 
other conditions. Serial estimations with a rising anti- 
streptolysin titer are helpful, but elevated values may 
occur with streptococcic infections without rheumatic 
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These will be answered by authorities 
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fever. Estimations of C-reactive protein were thought at 
first to be more specific as a diagnostic aid, but many 
positives are secured in rheumatoid arthritis, dissemi- 
nated lupus and other conditions associated with tissue 
destruction. It remains, therefore, for the astute clinician 
to weigh all findings before making a diagnosis. 


Treatment of Porphyria 


Q. Ihave under my care a patient with porphyria. The 
literature I have perused is very sparse on effective 
therapy. 

Would you please submit the question of therapy for 
this disorder to “Information Please’’ section of GP? 


A. The question does not make clear the exact type 
of porphyria with which we are dealing. 

Is this a case of porphyrinuria, in which normal 
urinary porphyrin (coproporphyrin) is excreted in 
excess of the usual small amounts? If so, this is a sign 
of many diseases, and its treatment depends on the 
underlying disease. 

The true porphyrias are familial, and are charac- 
terized by the excretion of abnormal porphyrin (uro- 
porphyrin). These are usually classified as: ig 

1. Erythropoietic or congenital porphyria in which the 
metabolic defect occurs in the bone marrow. It is 
marked by extreme photosensitivity of the skin often — 
resulting in extensive ulceration. Splenomegaly with 
hemolytic anemia is often present. It usually occurs 
in infancy or childhood, and characteristically the 
teeth are red stained (erythrodontia). 

The treatment includes measures to prevent any 
exposure to sunlight. If ulceration does occur, healing 
is very slow, and antibiotics are helpful adjuncts. If 
the hemolytic process is sufficiently troublesome, 
splenectomy is indicated. In some instances this 
procedure has brought about amelioration of photo- 
sensitivity. 
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The prognosis is good. 
2. Hepatic porphyria in which the metabolic abnor- 


mality is in the liver cells. There are two varieties of 


hepatic porphyria; acute intermittent and chronie— 


cutaneous porphyria. 

a. Acute intermittent porphyria is marked by acute 
abdominal pain, ascending paralysis (polyneuritis), 
psychosis and hypertension. It is generally diagnosed 
in young adults. 

The treatment primarily is one of avoidance of 
substances known to precipitate attacks. These in- 
clude barbiturates, alcohol and any hepatotoxins. 
Since there is no marrow involvement, splenectomy 
is ineffectual. Reports on the effect of ACTH, adrenal 
steroids and chlorpromazine are not in agreement, 
and further studies are needed to delineate their place 
in management. 

Since the course is one of remissions and exacerba- 
tions, attempts must be made to tide patients over even 
the most catastrophic attacks. Several cases have 
been reported in which the artificial lung has main- 
tained life following medullary involvement, with 
subsequent remissions. Presumably the use of tracheos- 
tomy could be life saving. 

The prognosis is usually poor and worsens with 
repeated attacks. 

b. Chronic cutaneous porphyria (porphyria cu- 
tanea tarda) occurs in middle age, and is charac- 
terized by skin photosensitivity, extensive pigmenta- 
tion and scarring and occasionally by cirrhosis. 

The treatment consists of avoiding sunlight ex- 
posure, liver toxins, sedatives and alcohol. 

In the absence of liver disease, the prognosis is good. 


Aspirin After Tonsillectomy 


Q. I was trained that aspirin is contraindicated follow- 
ing tonsillectomy because it increases bleeding ten- 
dencies. I was startled, therefore, to see its use 
recommended in your January, 1959 issue. Have I 
been misinformed or is aspirin contraindicated after 
tonsillectomy ? 


A. Acetyl salicylic acid is not contraindicated in 
tonsillectomy patients. Experimentally induced hypo- 
prothrombinemia after large doses of aspirin appears 
to have no significant counterpart clinically, although 
in the past such studies have been the basis for con- 
sidering the drug contraindicated. Such application 
of this observation is not valid when the usual doses 
are used. Rarely, hemorrhagic phenomena follow the 
administration of aspirin, but bear no relation to the 
operative procedure. 

This is not to endorse the indiscriminate use of 
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aspirin or any other drug. In this specific insta:ice, 
one should be mindful of the predisposition of the 
febrile, dehydrated youngster to the usual manifesta- 
tions (C.N.S. and gastrointestinal) of salicylate intoxi- 
cation. 


Steroid Therapy in Leukemia 


Q. How effective has steroid therapy been in leukemia? 
Do we have any effective treatment for leukemia ? 


A. Steroid therapy in massive doses may induce com- 
plete remissions in acute leukemia and is helpful in 
many other ways (to reduce bleeding, to reduce pain, 
to act as a “tonic”). In chronic lymphocytic leukemia 
and in lymphosarcoma, large doses of steroids may in- 
duce remissions even in cases refractory to x-ray or 
alkylating agents. In the autoimmune hemolytic 
anemia of some of the chronic cases, there is almost 
invariably a striking response to steroid therapy. Ef- 
fective therapeutic agents for chronic leukemia are 
available (Myleran, Leukeran, x-ray therapy). For the 
acute leukemias, all one can hope for is a remission, 
minor or marked, which may occur, particularly in 


childhood leukemia. 


Otitis Externa 
Q. What is the accepted treatment of acute otitis externa? 


A. Often, patients with diffuse otitis externa infect 
their ears by scratching them or using some instru- 
ment such as a bobby pin, following which secondary 
infection may ensue. It is most important that the 
itching be controlled by cleanliness and 2 per cent 
acetic acid, followed by the application of 5 per cent 
boric acid ointment. 

It is necessary that the patient be broken of the 
habit of digging in the ears, and sometimes cotton 
mittens at night are indicated. It is imperative also to 
keep the canal clean and, above all, to use mild non- 
irritating drugs. If there is considerable edema of the 
ear, with pain and tenderness, a “Burrows” solution 
wick may be used. Antibacterials, such as polymyxin B 
or chloramphenicol may be combined with hydrocor- 
tisone to produce favorable results. 

When dealing with circumscribed external otitis, 
incision and drainage may be necessary. Aerosporin 
and/or chloramphenicol are also good antibacterial 
agents. We prefer not to use antibiotics parenterally 
except in severe cases when the patient is not re- 
sponding to local treatment. In resistant cases it is 
advisable to procure cultures to determine the exact 
nature of the organism involved. 
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Aged Dust 


(American College of Allergists, San Francisco, March 
19.) House bust becomes a more potent allergen with 
age. Extracts of dust from old houses were far more 
powerful in producing allergic reactions than dust 
from a hotel. ‘‘Perhaps potent house dust, like vintage 
port, needs to be properly aged.”—Dr. CHar.es 
E. Reep, University of Oregon Medical School. 


Combating Hospital Staphylococci 


(Institute on Staphylococcus and Hospital Infections, Al- 
bany, N.Y., March 26.) PoweRFUL NEW GERMICIDES con- 
taining silver and tin compounds have proved more 
than 80 per cent effective in eliminating staphylococcal 
infections in hospital wards. Prepared on a do-it-your- 
self basis so far, the germicides were blended in floor 
wax and window cleaners, placed in laundry rinse 
water, sprayed on furniture, walls and ceilings, im- 
pregnated in plastic mattress covers, put in air recir- 
culation filters, to kill staphylococci on contact. The 
method is proving economical.—Dr. Perry Hupson, 
chief of urology service, Francis Delafield Hospital of 
Columbia University, New York, and Drs. Grant 
SanGeR and Eprru Sprout. 


Recovery from Melanoma 


(James Ewing Society, Memorial Center, New York, April 
2.) MuLtIPLe Deposits of melanoma disappeared in a 
young man, 28, within three months after he was 
transfused with 250 cc. of blood from another man 
who earlier had spontaneously recovered from mela- 
noma. Each had had some melanomas removed sur- 
gically. No virus nor antibody activity could be de- 
tected in the blood of either man in vitro. A third 
patient with far-advanced melanoma did not benefit 
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from the first patient’s blood. Rare coincidence could 
explain the benefit seemingly gained by the second 
man, but it also is possible that the first man’s blood 
conferred some type of defense against melanoma.— 
Drs. Wiusur C. SuMNER and Atvan G. Foraker, 
Jacksonville, Fla. 


Cancer Detection 


(Ibid., April 3.) BLaDDER CANCER can be detected very 
early by microscopic examination for abnormal cells in 
the urine. Among 285 men known to have been ex- 
posed to a newly-identified carcinogen, para-amino- 
dephenyl, used in industry, urine samples of 31 con- 
tained abnormal cells. Ten of these men subsequently 
were proved to have early cancers, and have been 
treated. In three of them, the cancers could not be 
found by cystoscopy at the time of urinalysis, but did 
appear later upon repeated cystoscopy. The other men 
as yet have shown no evidence of cancer, but are being 
followed.—Drs. Myron R. Metamep, Leopotp G. 
Koss and Anprew Ricci, Strang Cancer Prevention 
Clinic of Memorial Center. 


Precancerous Lesions 


(Ibid., April 3.) TaBLeTsS CONTAINING desiccated liver, 
vitamins and riboflavin consistently benefited patients 
with erosions, ulcerations, mucosal atrophy and in- 
flammation in the mouth. These symptoms are pos- 
sibly precancerous, and the rationale was that they 
could be due to a basic nutritional defect. Areas of 
leukoplakia have shown some improvement. While 
proof of cancer prevention is lacking, “‘we believe this 
is definitely a step in the right direction and that, 
given enough time, and with adequate controls, we 
may possibly prove the fact.” —Dr. Grorce S. SHarp, 
director of the Pasadena Tumor Institute. 
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Neutral Fat 


(American Heart Association announcement, New Haven, 
April 1.) New pata suggest that some error in the 
manner the body handles triglycerides or “neutral 
fat”? may be the most important abnormality in coro- 
nary artery disease. Dr. Margaret J. Albrink of Yale 
University, an established investigator of the Heart 
Association, and Dr. Evelyn B. Man found that most of 
82 men who suffered coronary artery attacks had nor- 
mal levels of blood cholesterol. But two-thirds had 
abnormal levels of triglycerides. Women with coronary 
artery disease also had abnormal amounts. The possi- 
bility also is being studied that abnormal metabolism 
of triglycerides may also be related to excessive ten- 
dency to form blood clots. 


Tired Mothers 


(American College of Obstetricians and Gynecologists, 
Atlantic City, April 6.) AMONG 60 MOTHERS complaining 
of fatigue, only 12 were found to have any organic 
disease. The others were just plain tired—they often 
hadn’t had any real vacation, had worries about fi- 
nances, husband and children, became involved in 
clubs, church work, fund drives, were busy with one to 
several children, and often family pets, too. “Our 
study shows that a puppy dog equals about 1% chil- 
dren, and a female cat with a litter about two.” In severe 
cases, mothers should be advised to say “no” to new 
responsibilities. In milder cases, “a new hat, big 
feathers on it. That gets them over it for a while. Take 
her out to dinner. Take her to a football game, or, 
better yet, take the children out and let her stay at 
home.”—Dr. Leonarp Lovsuin, Cleveland Clinic. 


Aging Factor? 


(American Chemical Society, Boston, April 7.) AcETAL- 
DEHYDE in cigarette smoke is found to stiffen isolated 
animal tendons in a process somewhat similar to tan- 
ning of leather. By inference, it might also stiffen and 
age human tissues, including lungs and arteries. The 
research “suggests, but certainly does not prove, that 
acetaldehyde in cigarette smoke may be a factor in 
decreased longevity observed among smokers.”— 


F. Marrott Sinex, Boston University. 


Firm Dentures 


(Ibid., April 8.) ‘THe WETTER a denture is, the better it 
grips. Aside from good fit, the main factor in immobil- 
ity of a denture is the extent to which the plastic 
denture base is wetted by saliva. Good wetting pro- 


duces strong capillary forces of the saliva film between 
denture and mouth tissues.— Pror. Rosert G. Craic, 
physwal chemist, University of Michigan. 


For Brief Surgery 


(Ibid., April 7.) A NEW BARBITURATE, methohexital, 
administered intravenously, displays advantages of 
high potency and quick recovery, and in clinical 
studies upon more than 10,000 patients seems espe- 
cially useful in brief surgical procedures. These trials, 
directed by Charles M. Gruber, M.D., show methohexi- 
tal to be two to five times as potent, on weight basis, as 
other short-acting barbiturates, but only half as long 
in duration.— Dr. Rosert E. McMauon, organic chem- 
ist, Lilly Research Laboratories, Indianapolis, Ind. 


Night Driving 


(Optical Society of America, New York, April 2.) Har 
OF ALL PERSONS over age 20 have unsatisfactory retinal 
sensitivity under low-contrast conditions, such as at 
dusk or night. A series of studies indicates that wear- 
ing of sunglasses during exposure to excessive amounts 
of sunlight aids in preventing retinal depression.— 
Dr. Rosert H. Peckuam, Eye Research Foundation, 
Bethesda, Md. 


Blepharitis and Dandruff 


(Pennsylvania Academy of Ophthalmology and Otolaryn- 
gology, Scranton, Pa., March 27.) FREQUENT HAIR 
SHAMPOOS often help correct blepharitis, since there 
appears to be a connection between the eyelid inflam- 
mation and dandruff of the scalp. Blepharitis is more 
prevalent than supposed.—Dr. James S. JorDAN, 
member of Academy's Conservation of Vision Committee. 


Birth Injuries and Defects 


(U.S. Public Health Service announcement, Washington, 
D.C., April 7.) ‘The first, large-scale effort to collect 
information on all factors” concerning birth injuries 
and defects now is underway. Forty thousand preg- 
nant women, and their children up to age 5, will be 
observed in the five-year study to seek probable causes 
of congenital defects. In 16 cooperating hospitals, 
data will be collected by geneticists, epidemiologists, 
psychiatrists, psychologists, sociologists, obstetricians, 
physiologists, pediatricians and neurologists. Direct- 
ing the study is Dr. Richard L. Masland, assistant 
director, National Institute of Neurological Disorders 
and Blindness.—ArtTuur S. FLEMMING, secretary, De- 
partment of Health, Education and Welfare. 
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Micturition Syncope 


IN casE you had not thought about it before, Proud- 
fit and Forteza call attention to the fact that men 
regularly perform Valsalva’s maneuver at the begin- 
ning and at the termination of urination. That maneu- 
ver has the effect of reducing venous return and 
causing a corresponding temporary reduction in 
cardiac output. The authors propose that this is part 
of the explanation for a syndrome of fainting during 
urination that they have observed in seven male 
patients. 

All the patients of this report were in good general 
health except one who had mild angina pectoris. The 
pattern of the attacks was quite regular. After having 
been in bed for some hours, the patient arose to 
urinate. During the act of urination, he fainted. Re- 
covery was prompt, and there were no aftermaths. 
The sudden onset of the seizure, its brief duration, 
and the rapid and complete recovery suggested syncope 
rather than a convulsion. The authors propose that 
prolonged recumbency is another necessary factor to 
the syndrome. They speculate that this could con- 
tribute by virtue of its effect upon peripheral arterial 
resistance (and arterial blood pressure). After pro- 
longed recumbency, peripheral arterial resistance is 
decreased, and there is a corresponding tendency for 
the arterial blood pressure to fall when the individual 
stands. (New England J. Med., 260:328, 1959.) 


Reaction to Intramuscular Iron 


AN moN-DEXTRAN COMBINATION has proved to be 
effective in correcting the anemia of iron deficiency 
and to have a low incidence of adverse side reactions. 
Because of the implications of harmlessness of this 
preparation, Shafer and Marlow were prompted to 
report a case of toxicity. Their case concerns a man 
wit! obvious iron deficiency anemia that had not 
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responded to oral administration of iron, and who was 
treated with intramuscular injections of the iron- 
Dextran combination. He was given 200 mg. daily 
for four days, and then pain developed in several large 
joints without evidence of inflammation. The joint 
pain subsided after four days. Therapy was then 
resumed, and once again arthralgia developed, followed 
by a painful inflamed area in the lateral aspect of the 
right thigh. 

The recurrence of arthralgia after a second course 
of the injections is strong evidence that this medica- 
tion was directly responsible for the symptom. The 
etiology of the inflammatory reaction in the thigh 
was less clear, but was thought to have been due to 
the iron-Dextran combination. (New England J. Med., 
260 :180, 1959.) 


Tetracycline with Vitamins for Acute Respiratory 
Infections 


IN ORDER TO DETERMINE whether large amounts of 
vitamins are helpful during acute infections, Coffin 
observed patients who were treated with a suspension 
of tetracycline and compared them with others who 
were treated with a mixture of tetracycline and 
multivitamins. 

The results showed that the administration of large 
amounts of vitamins to children during moderately 
severe respiratory infections did not hasten the resolu- 
tion of fever or other signs of illness. Furthermore, 
these vitamins did not prevent the toxic effects of 
tetracycline, and the effect of vitamins on the gain of 
weight during one week of administration was slight. 

The author believes that the negative results of 
this study should not discourage the use of vitamins 
in convalescence, in chronic disease, or even in acute 
infectious diseases, if there are real or threatened 
deficiencies. (Antibiot. Med. ¢ Clin. Therapy, 5 :660, 
1958.) 
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Diagnosis of Intrauterine Infection 


ESTABLISHED PNEUMONIA and other infections have been 
found in newborn infants dying during the first day of 
life. Bacterial contamination of the amniotic cavity has 
been considered as the source. It is of considerable im- 
portance to diagnose infections acquired in utero just 
as soon after birth as possible. Appropriate treatment 
then may control or prevent septicemia, jaundice, 
meningitis and other serious complications. In the 
hands of Benirschke and Clifford, histologic examina- 
tion of frozen sections of umbilical cords has proved a 
rapid and accurate method of identifying infants ex- 
posed to infection in utero. 

The obstetrician or pediatrician may suspect infec- 
tion of the newborn infant because of premature rup- 
ture of the membranes, prolonged labor, respiratory 
distress, opacification of the fetal surface of the pla- 
éenta or jaundice. In such cases, a 3-cm. piece of um- 
bilical cord is fixed and prepared by conventional tech- 
niques of rapid frozen section. Fetal infection is indi- 
cated by the finding of inflammation of the wall of the 
umbilical vein. At a later stage, inflammatory cells mi- 
grate into Wharton’s jelly, surround the veins and ar- 
teries, and may reach the surface of the cord. Bacteria 
may often be identified in the small folds on the surface 
of the cord. 

These authors have found that the incidence of um- 
bilical vasculitis is considerably greater than the inci- 
dence of clinical neonatal infection. However, all fatal 
cases of fetal infection have shown this finding. These 
fetal infections are probably ascending infections of the 
amniotic sac. 

Several cases have shown that this method enables 
the physician to exercise better judgment in instituting 
active treatment of possible neonatal infection. (J. 


Pediat., 54: 11, 1959.) 


Triglycerides in Coronary Artery Disease 


THE IDENTIFICATION of cholesterol as a constituent of 
atheromatous plaques has aroused recurrent waves 
of suspicion that lipid metabolism is in some way 
responsible for the development of atherosclerosis and 
coronary artery disease. Lipids are transported in 
serum as constituents of three major classes of com- 
pounds: cholesterol and its esters, phospholipids and 
triglycerides or neutral fat. 

Most investigations in recent years have centered 
about the notion that serum cholesterol plays a causa- 
tive role in the development of coronary artery disease 
in spite of numerous studies focusing attention on 
triglycerides. Although triglycerides, rather than 
cholesterol, are chiefly responsible for turbidity of 
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serum and constitute an important fraction of |eta 
lipoproteins, the quantitative estimation of triglycerides 
has been largely neglected in studies of serum lipids 
in coronary artery disease. 

As a result of studies by Albrink and Man, the 
neglected fraction, triglycerides, appeared to be most 
frequently elevated in coronary artery disease. Only 
18 per cent of the coronary patients had cholesterol 
concentrations that were abnormal. Decade by decade, 
the difference between the coronary and normal 
groups was not significant, except in the fourth decade. 

With increasing age, there was a gradual increase 
in triglycerides until in the fifties and sixties, 30 
per cent of the normal male population had serum 
triglycerides that were in the abnormal range. In 
contrast, 70 per cent or more of the coronary popula- 
tion had serum triglyceride concentrations that were 
elevated, and this was constant at all ages examined. 

High triglycerides could not be attributed to dietary 
fat or excess caloric intake. The authors’ report sug- 
gests that an error in the metabolism of triglycerides 
is the lipid abnormality in coronary artery disease. 
(Arch. Int. Med., 103 :4, 1959.) 


Coarctation of the Aorta 


MANY PREVIOUS INVESTIGATIONS of renal hemodynamics 
in patients with coarctation of the aorta have con- 
flicted. Some studies have shown decreases in renal 
blood flow and glomerular filtration rate, and others 
have shown normal values. Altered renal hemo- 
dynamics in this defect has been considered support 
for the hypothesis that there is generalized systemic 
arteriolar constriction resulting from renal ischemia. 

Kirkendall, Culbertson and Eckstein report renal 
physiologic findings in 21 patients with coarctation of 
the aorta. Analysis of the data, and comparisons with 
normal subjects and patients with essential hyper- 
tension indicate that the renal circulation in uncom- 
plicated coarctation of the aorta is normal. 

The average mean arterial pressure below the co- 
arctation for the group was identical with that of 
normotensive subjects. The mean renal blood flow 
rate was in the low normal range and the glomerular 
filtration in the upper normal range. Calculation of 
renal vascular resistances showed elevations in the 
postglomerular segments. The authors interpret these 
minor changes as a local renal regulatory response. 
The stimulus may be either the narrowed pulse ampli- 
tude or a threatened fall in renal arterial pressure. All 
observations suggest that the upper compartment 
systemic arterial hypertension is not caused by a 
circulating vasoconstrictor released by renal ischemia. 


(J. Lab. e Clin. Med., 53:6, 1959.) 


GP Volume XIX, Number 5 


R 
( 
n 
t 
r 
( 
= <4 € 
I 
1 
i 
i « 


Norepinephrine in Experimental Hemorrhage 


RecENT sTuDIES have suggested that norepinephrine 
(levarterenol) may be actually deleterious when used 
to raise blood pressure to near normal levels following 
hemorrhage. Following blood replacement, there were 
no differences in mortality among treated and un- 
treated groups of experimental animals. 

Gilmore has now performed similar experiments with 
one significant difference. He did not try to raise blood 
pressure to near prehemorrhage levels with norepine- 
phrine. Then, when blood was replaced, there was a 
notable difference in mortality between the group that 
received norepinephrine and the group that did not 
(see diagram at the right). 

These results indicate that norepinephrine is an 
effective stopgap treatment for hemorrhagic shock 
pending whole blood transfusion. (Am. J. Physiol.. 
195: 473, 1958.) 


Vitamin B,2 Absorption with Subtotal Gastrectomy 


BRODINE AND HIS COLLEAGUES studied the absorption 
of radioactive cobalt-labeled vitamin By, in 34 patients 
with subtotal gastrectomies. In four of 19 patients 
who had subtotal gastric resection with gastrojejunos- 
tomy, there was decreased vitamin By absorption. In 
each case, this deficiency was corrected by intrinsic 
factor. In 15 patients with subtotal gastric resection 
and gastroduodenostomy, vitamin By: absorption was 
normal. 

Megaloblastic anemia is an uncommon complication 
of a subtotal gastrectomy, but many cases have now 
been reported. While vitamin By2 in the presence 
of intrinsic factor is absorbed throughout the small 
intestine, the duodenum is one of the more important 
sites. Brodine and his coworkers believe that, in ad- 
dition to deficiency of gastric intrinsic factor, bypassing 
of the duodenum is an important factor in the develop- 
ment of malabsorption of vitamin By. (J. Lab. & 
Clin. Med., 53 :220, 1959.) 


Albumin Metabolism in Nephrosis 


IN THE NEPHROTIC SYNDROME, a degree of hypoalbumin- 
emia may be observed that cannot be accounted for 
by urinary losses of albumin alone. And, in fact, an 
extensive study of nephrotic children with severe 
albumin depletion has indicated that there is an ab- 
normally increased fractional rate of catabolism of 
albumin and certain serum globulins. 

Kaitz studied this problem in nephrotic adults. 
He studied the plasma disappearance of injected 
I'*\Jabeled albumin, and together with urinary losses, 
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calculated fractional rates of catabolism, synthesis 
and urinary loss of albumin. 

Of three adult nephrotic patients with edema and 
hypoalbuminemia, only one had an excessive rate of 
catabolism. In this patient, albumin catabolism ac- 
counted for as much albumin depletion as did massive 
urinary loss (13.5 Gm. per day). The two other hypo- 
albuminemic patients showed evidence of impaired 
synthesis. 

In three nonedematous patients with latent nephro- 
sis, albumin metabolism was normal. 

The author emphasizes that the overtly nephrotic 
adults studied had less severe edema and albumin 
deficiency than the nephrotic children studied pre- 
viously. The mechanism of excessive catabolism of al- 
bumin in the nephrotic syndrome, when present, is not 
known. (J. Lab. @& Clin. Med., 53:186, 1959.) 


Intestinal Polyposis and Oral Pigmentation 


FALKINBURG AND Kay POINT out that there are few 
recent cases of the so-called Peutz-Jeghers syndrome 
in the pediatric literature. They report the case of a 
5-year-old white boy admitted to the hospital with 
abdominal pain and vomiting. The family history was 
negative. A large irreducible intussusception of the 
midjejunum was resected. A polypoid adenoma was 
found at the point of origin of the intussusception. 

Six months later he was readmitted with abdominal 
pain and tarry stools. On this admission, numerous 
small, blackish purple, discrete spots were noted on 
the mucosal surfaces of the lower lip, cheek and hard 
palate. X-ray studies showed jejunal polyposis. Treat- 
ment was conservative. 

Similar complaints caused a third admission three 
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months later. Intestinal obstruction was present and 
two polyps were removed from the jejunum probably 
reducing an early intussusception. He is now under 
periodic observation. 

These authors emphasize how this syndrome il- 
lustrates vividly the value of a thorough and meticulous 
physical examination. The discovery of oral and labial 
melanin spots will direct the clinician’s attention to the 
gastrointestinal tract. Similarly, the occurrence of 
small intestinal polyposis should arouse suspicion of 
this syndrome. Opinions differ as to the malignant 
potential of the intestinal lesions, but at least one 
author on this subject has pointed to the lack of 
reported cases of this syndrome in which death could 
be irrefutably attributed to intestinal malignancy. (J. 
Pediat.. 54:162, 1959.) 


Severe Compression Injuries of the Hand 


THE TERM “compression injury” is applied to a variety 
of industrial injuries of the hand caused by power 
presses, rotating cylinders and similar machines. 
These injuries are characterized by severe tissue 
damage both in area and depth. Sometimes these in- 
juries are called “wringer injuries.” 

Many times the patient is.advised to have the ex- 
tremity amputated. Lewin offers a strong plea for re- 
habilitation instead of amputation. 

These injuries must be treated early and vigorously 
to achieve this. The treatment is aimed at preserving 
all salvageable structures, maintaining functional posi- 
tion, and restoring as much motion as possible by 
mobilization of the joints and by tendon substitution. 
In all of these injuries there is massive necrosis of the 
soft tissue. The bone, if it escaped fracture and com- 
minution, is quite resistant to compression and heat. 
The phalangeal joints are most frequently involved and 
ankylosis of these joints is the most consistent final 
disability. The metacarpal and wrist joints, being 
better protected, often escape injury. 

Damaged and denuded areas should be resurfaced 
quickly, and probably the best means is by a broad- 
based abdominal pedicle flap that is quickly transferred. 
In areas where the eschar is shallow, early separation 
and split grafts should be used. Exposed bone may be 
drilled to allow granulation tissue to grow out from 
the marrow. The hand should be splinted in a position 
of function, infection prevented by careful débridement. 
When infection is present, wet dressings followed by 
early coverage give the best results. 

Fortunately the dorsum of the hand is most fre- 
quently involved and injuries here can be almost com- 
pletely rehabilitated. (J. Bone ¢> Joint Surg., 41A:71, 
1959.) 
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Diagnosis of Hand Injuries 


Wray HAS EMPHASIZED the importance of hand injur- 
ies, especially in view of increased industrialization 
and use of home gadgets. He points out that failure 
to evaluate the extent of injury at the initial examin- 
ation by the physician may influence directly the ulti- 
mate disability, and he strongly recommends more 
adequate preparation of physicians in this area. 

Examination of the hand can be performed with a 
limited knowledge of its anatomy, much of which is 
not essential to function. Wray advised consideration 
of hand anatomy in the light of the “Big Three” of 
hand function—circulation, sensation and motion, 

Circulation. The radial and ulnar arteries divide 
into their digital branches in the center of the palm, 
and injuries in the proximal one-half of the palm, 
when one artery is intact, will not produce circulatory 
insufficiency. Contrarily, wounds in the distal one- 
half of the palm may damage both digital arteries ina 
particular finger and cause gangrene. In these cases 
the skin color and temperature must be recorded at 
repeated intervals. The state of the circulation is best 
determined by compressing the fingertip or nail bed 
and warching for rapid return of color. This test may 
not become positive for several hours after arterial 
injury. 

Sensation. In its importance to the hand, sensation 
is second only to the circulation. The consequences 
of sensory loss are so severe that great pains should 
be taken to avoid overlooking any nerve interruption. 
Nerve suture in the hand gives a high percentage of 
good results, particularly when performed early. 

Although the surgeon must know the details of 
nerve supply, they are not required in the perform- 
ance of a satisfactory clinical examination. (The 
radial nerve sends only sensory branches to the dor- 
sum of the hand and these are unimportant to func- 
tion). The key anatomic reference points lie in the 
proximal part of the palm where the ulnar and median 
nerves divide. Figure 1 shows the branches of the 
ulnar and median nerves. Their points of branching 
may be located by placing a pencil across the palm in 
the thumb web parallel and proximal to the palmar 
crease. Injuries distal to the pencil will usually in- 
volve sensory nerves only. The motor branch of the 
ulnar nerve lies deep and is rarely injured. Injuries 
along the pencil line or proximal to it may cause ulnar 
or median nerve damage, with both motor and sensory 
loss. 

Method of Testing for Sensation. If sensation is present 
in the tip of the index finger and the thumb can ab- 
duct, the median nerve is intact (Figure 2). The tp 
of the index finger will always be anesthetic if the 
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median nerve is severed. This area is called the auton- 
omous zone of the nerve. Figure 2 shows a double 
exposure photograph of the thumb performing ab- 
duction. 

If sensation is present in the little finger, and the 
index finger can be “wagged” from side to side, the 
ulnar nerve is intact (Figure 3). The little fingertip is 
the autonomous zone of the ulnar nerve and will al- 
ways exhibit anesthesia if the ulnar nerve is complete- 
ly severed. Wagging of the index finger is impossible 
without active contraction of the first dorsal inter- 
osseous muscle, which is supplied by the ulnar nerve. 

Motion. In addition to the function of the ulnar and 
median nerves, motion is dependent upon bones, 
muscles and tendons. Roentgen examination will pro- 
vide the diagnosis of skeletal injury but only if the 
examiner suspects a fracture or foreign body and 
orders the study. Injury to muscle bellies of the palm 
can be easily evaluated, but injuries to the tendon 
apparatus are not always so evident. On the volar 
surface, sublimus tendons are frequently injured, usu- 
ally with damage to the profundus group. The intrinsic 
muscles are rarely injured. An isolated sublimus tendon 
injury need not be repaired since its function is not 


- essential. If the distal phalanx can be forcibly flexed 
| by the patient, the deep tendon is intact. 


Wounds of the dorsum of the hand frequently re- 
sult in extensor tendon injury, especially over inter- 
phalangeal joints. A check on joints distal to the 
wound is sufficient to determine the state of the 
tendon. 

Wray gives five essential steps for examination in 


_ the evaluation of hand injuries, as follows: 


1. Check the wound. 

Volar wounds produce nerve and circulatory damage. 

2. Check the circulation. 

3. Check sensation in the fingers. 

If wound is in the midpalm or proximal, check for 
abduction of the thumb and wag of the index finger. 

4. Check tendon function. 

In volar wounds, check flexion of the distal phalanges. 
In dorsal wounds, check extension of the next two 
joints. 

5. X-ray the hand. 

Accurate examination must be done with a cooper- 
ative, oriented patient. Children, unconscious patients, 
and those under the influence of drugs present prob- 
lems in diagnosis. Final examination of injury may 
await regaining of consciousness or even exploration 
of the wound—a procedure that is reserved for the 
operating room under sterile technique. (W.C. Med. J., 
19:304, 1958.) 


(Illustrations reproduced by permission of the author.) 
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Figure 1. Branches of the ulnar and median nerves. Injuries distal 
to the line of the pencil usually involve sensory nerves only. Injuries 
along the pencil line or proximal to it may cause both motor and 
sensory loss. 


Figure 2. Normal sensation at the tip of the index finger plus ability 
to abduct the thumb indicate that the median nerve is intact. (Double- 
exposure photograph.) 


Figure 3. If sensation is present in the little finger and the index 
finger can be ““wagged” from side to side, the ulnar nerve is intact. 
(Double-exposure photograph.) 
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Hepatic Blood Flow After Shunts 


ONE OF THE MAJOR OBJECTIVES of portal-systemic 
shunting of blood for portal hypertension is the 
resultant decrease in hepatic blood flow. The end-to- 
side portacaval anastomosis is the most serious, as 
all portal blood is deviated from the liver. Accurate 
data on hepatic fiow have been few. 

Gliedman and coworkers have recently reported 
pre- and postoperative studies on hepatic pressure 
and blood flow. They first measured the hepatic vein 
wedge pressure by passing a catheter into the hepatic 
venules via the right heart and “wedging” it into a 
sinusoid. This pressure was found to vary only plus 
or minus 10 per cent from the portal pressure meas- 
ured at operation. Following portacaval shunting, 
this pressure fell 31 per cent. 

Hepatic blood flow was determined using the hepatic 
extraction of colloidal gold particles. The hepatic flow 
of the preoperative patients was found to be less than 
50 per cent of normal. This was reduced to 56 per cent 
of the preoperative level by the shunting procedure. 
Hepatic vascular resistance was found to be increased 
preoperatively, with variable changes postoperatively. 
It was noted that portal pressure can also be accurately 
estimated by determining splenic pulp pressure 
directly. (Surg., Obst. e Gynec., 108:223, 1959.) 


Intravenous Fat 


FaT YIELDS nine calories per gram, protein and 
carbohydrates only four. Because of this, fat would be 
of prime importance in maintaining the nutrition of 
debilitated patients. Unfortunately no safe parenteral 
fat emulsion has been previously available. 

Preston and Henegar note the release of a 15 per 
cent cottonseed oil emulsion that has been closely 
studied for many years. The solution is made of the 
fat, two emulsifiers, and 4 per cent glucose for iso- 
tonicity. The resultant caloric yield for the solution is 
1.6 calories per milliliter. 

Reactions to the solution have been immediate and 
late. The immediate reactions have been chiefly fever 
(18.6 per cent of patients having elevation of 1.1 
degrees F. or more) with nausea, vomiting and ano- 
rexia seen less frequently. A rare type of immediate 
response, thought to be due to the intravenous intro- 
duction of colloids, was characterized by flush, ap- 
prehension, constriction in the chest, cyanosis and 
severe back pain. This type of reaction had not oc- 
curred in 1,000 infusions given by Preston’s group. 

The late reactions are seen chiefly after giving large 
amounts of fat (more than 1,000 ml. per day) for long 
periods (14 or more days) These patients showed fever, 
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anorexia, hypocoagulability of blood, with hematemesis 
and melena. 

Metabolically, the administration of fat led to im- 
proved nitrogen balance, and when Nilevar was 
added, the balance frequently became positive. Liver 
function was not changed when 600 ml. per day was 
given for short periods, but 50 per cent of patients 
showed alteration of function tests (which spontane- 
ously reverted to normal) when fat was given daily for 
two weeks. Probably the only contraindication is 
common bile duct obstruction or biliary fistula. (Surg. 
Clin. North America, 39:145, 1959.) 


Venous Thrombosis and Pulmonary Embolism 


ONCE THE DIAGNOSIS of venous thrombosis, particu- 
larly deep leg vein thrombophlebitis, has been made, 
the major problem is prevention of pulmonary emboli. 
Barker reports 38 cases of pulmonary embolism which 
occurred in 84 patients with deep thrombophlebitis. 
Heparin proved to be more satisfactory than Dicumarol 
in the management of the thrombophlebitis, but there 
were recurrent pulmonary emboli in one-third of cases 
during therapy with each anticoagulant. Four per cent 
of patients treated with Dicumarol died from recurrent 
embolization ; 19 per cent of heparin-treated cases died 
in this manner. 

Because of these high recurrence rates, high venous 
ligation has been practiced, with 100 per cent success 
when the ligation was above the inguinal ligament. It 
is believed that heparin therapy should be maintained 
after venous ligation in order to (1) limit the throm- 
bophlebitis process to the affected leg, (2) prevent 
clotting proximal to ligature, and (3) reduce emboli 
arising from other sources. (Surgery, 45:198, 1959.) 


Allergenicity of Erythromycin 


STRYKER AND HER ASSOCIATES treated 210 atopic pa- 
tients with erythromycin for various types of infection. 
Although atopic individuals are far more prone to 
develop allergic phenomena than the general popula- 
tion, no untoward reactions were noted in_ this 
particular group. 

The authors’ perusal of the literature, as well as 
inquiries among allergists, dermatologists and other 
physicians, indicate that immediate severe reactions 
of hypersensitivity type do not occur after the admin- 
istration of erythromycin. Delayed allergic responses 
of very mild nature do occur, but their incidence is 80 
small as to be considered insignificant. In addition, 
employees engaged in the preparation and handling 
of erythromycin do not develop sensitivity to the drug. 
(Antibiot. Med. & Clin. Therapy, 5:723, 1958.) 
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Intractable Angina Pectoris 


IN A CLINICAL stupy of 24 euthyroid patients who 
were treated with I'*! for severe angina pectoris, Al- 
bright, Soder, and Crumpton reported almost uni- 
formly beneficial effects from the induction of myx- 
edema. The evaluation was based upon a follow-up 
that lasted for an average of 24 months after I'** treat- 
ment. The results are shown in the diagram at the 
right. 

The degree of symptomatic improvement usually 
paralleled the degree of hypothyroidism. There were 
no important side effects of the therapy. When symp- 
toms of myxedema were distressing, it was sometimes 
possible to afford partial relief without inducing a sig- 
nificant increase in angina. 

The authors’ selection of patients for 
was based on the following: 

1. Patients with severe angina. 

2. Patients whose angina fails to respond to con- 
ventional medical therapy such as weight reduction, 
limitation of activity, vasodilators, sedation, etc. 

3. Patients whose symptoms have been present long 
enough to indicate that clinically significant spon- 
taneous remission is unlikely. 

4, Patients whose symptoms are relatively stable 
or only slightly progressive, but who are partially 
disabled. 

5. Patients who are expected to live long enough to 
develop hypothyroidism. 

(Ann. Int. Med., 49: 271, 1958.) 


therapy 


Laryngeal Tuberculosis 


In a piscussion of his experience with laryngeal 
tuberculosis, Hulse emphasizes that tuberculosis of 
the larynx is never primary. Therefore, once laryngeal 
tuberculosis is suspected, the very first diagnostic 
consideration should be a chest film. An immediate 
biopsy of undiagnosed laryngeal lesions is always a 
temptation, but the limitations of making a definite 
diagnosis with superficial biopsy material from the 
larynx are well known, and deep biopsy of the larynx 
from an already destructive lesion may well cause 
irreversible damage. 

In view of the rapid and excellent results with 
modern chemotherapy of tuberculosis, it would seem 
that the patient deserves a therapeutic trial with 
biopsy as a later aid if necessary. Should pain be a 
prominent feature, it is almost certain that. this symp- 
tom can be practically eliminated within a week or so 
under proper therapy. As soon as the larynx has shown 
definite improvement, the patient may be lulled into 
a false sense of security and assume that his pulmonary 
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Results of treatment of intractable angina pectoris 
by induction of myxedema with 1'*' (24 patients). 


tuberculosis has shown as rapid and as excellent 
response as his larynx. But because the pulmonary 
disease is advanced and the pulmonary response is 
not nearly so good as that of the larynx, his ultimate 
prognosis is not as good as he thinks. 

The author does not advocate voice rest at the 
present time, because he believes that a modest amount 
of movement of the vocal cords seems conducive to a 
better voice following the healing period. (Brit. J. Dis. 
of Chest, 53:75, 1959.) 


Bronchiolitis from Nitrous Fumes 


DarKE AND WARRACK DESCRIBE two patients who suf- 
fered from bronchiolitis following the inhalation of 
nitrous fumes. In one instance, death occurred from a 
generalized obliterative bronchiolitis 14 days after 
exposure. The other patient recovered completely 
after a period of intense dyspnea and cyanosis. 

In both patients, dangerous concentrations of nitrous 
fumes arose from the use of nitric acid. The initial 
symptoms following exposure to such fumes vary with 
the concentration of the gas and the duration of the 
exposure. Inhalation of a low concentration of nitrogen 
dioxide provokes mild irritation of the eyes and 
throat, a dry cough and tightness of the chest. Nitro- 
gen dioxide in high concentrations, particularly in 
confined areas, causes great discomfort, which rapidly 
diminishes when the man breathes fresh air again. 

After cessation of exposure, there may be a latent 
period of many hours before further symptoms occur. 
These take the form of increasing dyspnea and cyano- 
sis, paroxysmal cough, and expectoration of frothy 
sputum. The clinical picture is that of bronchiolitis. 
Mild cases recover after a few days of acute respiratory 
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distress. At any time, secondary infection may occur 
when the retained secretions cause scattered areas of 
atelectasis and pneumonia. Severe poisoning causes 
death from acute pulmonary edema. 

The radiographic changes are in no way diagnostic. 
In the fulminant case, the patient is usually too ill 
for chest radiography. The records that are available 
in these cases reveal the features of acute pulmonary 
edema. Less severe exposure is followed, after a short 
interval, by irregular, soft, mottled shadows through- 
out the lungs. The shadows vary in size from 2 to 10 
mm. in diameter and may be interpreted as small 
areas of collapse or pneumonia. Some of these opacities 
may become confluent. In view of the extensive use of 
nitric acid in industry, it seems likely that accidents of 
this type will continue to occur. (Thorax, 15-327, 
1958.) 


Rubella During Pregnancy 


BLATTNER HAS REVIEWED the recent literature with 
regard to the incidence of congenital malformations 
in the offspring of women exposed to German measles 
early in pregnancy. 

Earlier studies were retrospective—originating with 
the damaged infants. These indicated an incidence of 
as high as 90 per cent congenital malformation where 
rubella complicated the first trimester of pregnancy; 
20 to 80 per cent for the second; and 0 to 20 per cent 
for the third trimester. 

In recent years, prospective studies, with subsequent 
examination of the newborn infant have reduced these 
incidence rates significantly. They show that maternal 
rubella in the first trimester may be followed by con- 
genital malformation in 10 to 12 per cent of the cases 
followed. There is little risk if rubella occurs in the 
second or third trimester. 

A detailed analysis of reported cases has subse- 
quently shown that the highest incidence of the three 
major abnormalities—cataracts, congenital heart dis- 
ease and deafness—occurs when rubella complicates 
the first four weeks of pregnancy. From the tenth 
week on, there is a rapid decline in fetal susceptibility. 

These observations have led to a variety of thoughts 
on prevention. A satisfactory approach includes intra- 
muscular injection of 20 ml. of gamma globulin as 
soon after exposure as possible in early pregnancy. If 
rubella convalescent-phase gamma globulin is available, 
a 10-ml. dose is adequate. 

Blattner emphasizes that the advisability of exposing 
young girls to rubella merits reiteration, since one 
attack of this benign infection confers a durable im- 
munity. Safe actively immunizing measures are not 


available yet. (J. Pediat., 54:257, 1959.) 
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Irreversible Myxedema 


IN A PRELIMINARY REPORT, Nickerson and his  ol- 
leagues point out that adult myxedema is generully 


-considered a completely reversible disease if treated, 


However, these authors have observed a stage of 
hypometabolism in which no available replacement 
therapy, including parenteral triiodothyronine, has 
been satisfactory. 

Five female patients, ages 48 to 71, had long his- 
tories of untreated hypothyroidism. Following ac- 
curate diagnosis, intensive therapy was begun. Despite 
large doses of thyroid and triiodothyronine, plus 
adrenal cortical steroids in three, four patients showed 
no response and died. One patient recovered gradually 
after lapsing into a hypothermic stupor. 

The authors emphasize that severe myxedema is 
a potentially fatal illness and that present therapy 
is unsatisfactory. (Clin. Research, 7:142, 1959.) 


Mixtures of Staphylococci in Cultures 


THERE IS A LARGE NUMBER Of known types of staphy- 
lococci, yet there is a tendency to regard clinical 
culture specimens as containing only a single strain. 
Bacteriophage typing methods permit recognition of 
staphylococcal strains either as discrete in origin 
or as variants of a common parental strain. 

Rosenblum and Jackson found in the course of 
routine typing of staphylococci that some clinical 
specimens were mixtures of strains. They proceeded 
to study the incidence of this phenomenon among 
coagulase-positive staphylococcus specimens. These 
authors employed a screening test based on the 
variable properties of staphylococcus strains to develop 
pigment in certain media. When variations in pigment 
formation were noted in a specimen, and when both 
components in the specimen were coagulase-positive, 
antibiotic sensitivities and bacteriophage typing were 
done. 

Fourteen of the 196 routine clinical specimens 
containing coagulase-positive staphylococci were 
shown to be mixtures of two strains. The pairs of 
strains in these mixtures differed in pigmentation, 
sensitivity to one or more antibiotics, and in bac- 
teriophage typing pattern. 

The authors emphasize the dangers of not recog- 
nizing a mixture of strains as such. Typing and 
antibiotic sensitivity testing of an isolated colony 
gives different results than similar tests performed 
with the same strain in a mixed growth. If two strains 
differ in virulence, it is possible that treatment will 
be based on the laboratory results for the strain ol 
lesser virulence. (J. Lab. ¢ Clin. Med., 53:247, 1959.) 
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Preanesthetic Medication for Children 


ANESTHESIOLOGISTS OFTEN SEE children who have an 
excessive fear of hypodermic needles. When a pre- 
anesthetic hypo is given, these children may exhibit 
panic and require forcible restraint. 

In the belief that oral premedication may result in 
a more cooperative and less suspicious child, Root 
has undertaken to compare the effectiveness of intra- 
muscular and oral administration of preanesthetic 
drugs. Intramuscular meperidine-scopolamine, oral 
meperidine-scopolamine and oral meperidine-atropine 
were used and compared. There were approximately 
150 children in each group. 

It was found that intramuscular scopolamine was 
effective as a drying agent in a dose of 0.006 mg. per 
pound of body weight while scopolamine and atropine 
were usually effective orally in doses of 0.025 mg. per 
pound of body weight. Oral meperidine, in dosage of 
1.0 mg. per pound, produced less respiratory depres- 
sion than intramuscular meperidine in a dose of 0.66 
mg. per pound. A more satisfactory intramuscular 
dose, therefore, might be 0.5 to 0.6 mg. per pound, 
or an oral to intramuscular ratio of 2:1. (Anesthesiology, 
20:49, 1959.) 


Hydrocortisone for Rattlesnake Bite 


DEICHMANN AND COWORKERS refer to several reports 
in the literature that describe successful therapy of 
snake bite with adrenal corticosteroids. To evaluate 
those clinical reports, the authors assayed the protec- 
tive effects of hydrocortisone in dogs that had received 
an intramuscular injection of two “approximate lethal 
doses” of the venom of Crotalus adamanteus. 

When rattlesnake venom is injected into the muscles 
of a dog’s thigh, the animal appears to suffer severe local 
pain that lasts for 30 minutes to two hours. Following 
this, there are mild tremors, weakness, salivation and 
an increased rate of respiration. In dogs that succumb, 
lethargy progresses to coma, and death comes in from 
18 to 24 hours. In the locale of the injection, there is 
immediate swelling so that the extremity becomes about 
twice normal size. If the animal survives, the skin at the 
site of injection ruptures after three or four days, 
and there is drainage of serosanguineous fluid and pus 
from the necrotic skeletal muscles. Drainage is profuse 
for about two weeks and healing then begins. 

When hydrocortisone was injected intravenously two 
and four hours after the injection of rattlesnake venom, 
there was an appreciable improvement of the dog’s 
chances for survival (see diagram at the right). The 
hydrocortisone had no effect upon the local lesion. 
(Am. J. M. Sc., 236: 204, 1958.) 
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Carcinoma of the Breast 


HAAGENSEN AND QOseEID have evaluated the triple 
biopsy technique in deciding which patients with 
carcinoma of the breast should have a classical radical 
mastectomy and which patients should be treated 
by hormones and radiation. A large group of patients 
have been evaluated. 

The technique of triple biopsy requires that each 
wound is kept separate. First, the lesion in the breast 
is biopsied. If this shows carcinoma, it is closed, 
waterproofed, the patient redraped and the nodes 
in the intercostal spaces along the internal mammary 
arteries are biopsied. If these are negative, the third 
biopsy is taken from the apex of the axilla. Previously 
the third biopsy was taken from the supraclavicular 
area, but this has been discontinued in favor of the 
biopsy of the apex of the axilla. If the nodes from the 
intercostal area or the apex of the axilla show metas- 
tatic tumor, a radical mastectomy is not done. 

As the number of patients treated by this method 
has increased, it has been possible to further limit the 
biopsy procedure. 

In patients without probable axillary metastases, the 
biopsy of the apex of the axilla is not done. The apex 
of the axilla is biopsied when there-are clinically 
positive axillary nodes, a primary carcinoma larger 
than 5 cm. in diameter, or one or more of the follow- 
ing: edema of the skin, ulceration, solid fixation of the 
tumor to the chest wall. (Ann. Surg., 149:149, 1958.) 


animals (no hydrocortisone) 


of hydrocortisone four hours 


Effect of hydrocortisone on survival of dogs that re- 
ceived an intramuscular injection of two “approxi- 
mate lethal doses” of rattlesnake venom (Crotalus 
adamanteus). 
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Those Treacherous Tranquilizers 


HAVING REVIEWED the treacherous aspects—physical 
and psychologic—of tranquilizing drugs, Shaw and 
Felts made a plea for acceptance of the “tension” 
that arises out of “crisis” in order that the tension 
may be used constructively to overcome the crisis. 
They went on to say: 

“Anxiety is like smoke, which precedes fire. The 
fire may be used to great advantage in our daily lives 
as a source of celestial energy. If it rages out of con- 
trol, a conflagration ensues. Tranquilizers may be 
prescribed judiciously to prevent or put out smoulder- 
ing brush fires but they should not be called upon to 
quench a forest fire; neither should they be employed 
to stifle completely anxiety from which the warm, 
blue flame of ambition and accomplishment is lit. 

“Peace of mind, like the pursuit of happiness is a 
transitory affair. It is not an end unto itself. It should 
be sought primarily as a means to insure our ability 
to live and to keep on living, to face the present and 
the future with enthusiasm and not to mourn the 
past. In 1663 the poet John Milton most aptly wrote: 
‘The mind is its own place and in itself can make a 
Heaven of Hell, a Hell of Heaven.’ ” (Am. J. M. Sc., 
237 :141, 1959.) 


Uses of Molar Sodium Lactate 


HAVING PREVIOUSLY DEMONSTRATED that infusions of 
molar sodium lactate effectively counteract the cardio- 
toxic effects of hyperpotassemia, Bellet and his co- 
workers assayed the value of this method of treatment 
in experimental animals that had been given toxic 
doses of quinidine or of procaine amide—two drugs 
that evoke cardiotoxic effects quite similar to those of 
hyperpotassemia. Four groups of animals were used 
in the experiments, as follows: 

Group 1. Dogs were given an infusion of quinidine 
to the point of severe cardiac intoxication and hypo- 
tension. An infusion of molar sodium lactate into 
these animals tended to result in dramatic improvement. 

Group 2. These were “control” animals that re- 
ceived quinidine in the same way but did not receive 
molar sodium lactate. Death uniformly resulted. 

Group 3. These animals were used in a manner 
similar to those of Group 1 except that procaine 
amide replaced quinidine. 

Group 4. These animals were used in a manner 
similar to those of Group 2 except that procaine 
amide replaced quinidine. 

In the instance of quinidine intoxication, the 
authors ascribed the beneficial effects of molar sodium 
lactate to the following factors: (1) decrease in plasma 
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quinidine concentration, (2) decrease in serum potas- 
sium with a shift of the pH to the alkalotic side, and 
(3) utilization of the lactate by cardiac muscle for 
energy production. 

In the instance of intoxication by procaine amide, 
an important feature of the toxic effect consists of the 
development of acidosis as manifested by a decreased 
pH and COs. The beneficial effects of molar sodium 
lactate were thought to be due to (1) decrease in the 
plasma procaine amide levels, (2) improvement of the 
acidosis, (3) decrease in serum potassium and (4) 
the effect of lactate as a metabolic fuel. (Am. J. M. Sc., 
237 :165 8 237:177, 1959.) 


Splenectomy and Sarcoma 


SOME INTERESTING SPECULATIONS about the homeostatic 
influence of the spleen have resulted from the studies 
by Janes, Herrick and Higgins on the experimental 
production in rabbits of osteogenic sarcoma. This 
tumor can be produced by the intravenous injection 
of zinc beryllium silicate. If a splenectomy is first 
done on the animals, the rate of tumor production 
increases from 50 per cent to 100 per cent. It may be that 
the spleen elaborates humoral factors that have an 
inhibitory effect upon tumor development. (Proc. Staff 
Meet., Mayo Clin., 34:47, 1959.) 


Finger-Joint Prosthesis 


RECONSTRUCTION OF STIFF AND PAINFUL finger joints 
presents difficult problems. Severe injuries often result 
in complete destruction of the joint, with residual 
deformity and pain. Functionally, these fingers may be 
useless, and frequently amputation is the only re- 
course. Numerous surgical procedures have been per- 
formed in attempting to correct this condition. How- 
ever, the results of capsulectomy, arthroplasty and 
arthrodesis are not always spectacular and may leave 
much to be desired. 

Brannon and Klein have used a prosthetic finger 
joint that is a replica of the normal joint and replaces 
the entire joint. It is constructed of stainless steel. This 
finger joint will not restore function if the soft tissue 
structures have been extensively damaged, but if the 
tendons and digital nerves are intact, the time interval 
between injury and operation should not influence the 
result obtained. 

Ten of 12 patients developed a functional range of 
painless motion with the use of this prosthesis. Com- 
plications encountered consist of sinking in of the 
prosthesis into the bone and loosening of the screw 
used to hold the joint hinge. (J. Bone & Joint Surg., 
41A:87, 1959.) 
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Hypertension in the Young 


Ir HAS BEEN STATED that primary hypertension takes a 
faster course toward death when the onset is in youth. 
In order to test the validity of that statement, Perera 
studied the clinical course in 30 patients in whom pri- 
mary hypertension was known to have had its onset be- 
fore the age of 25 years. There were 11 male and 19 
female patients in the group. The initial casually re- 
corded blood pressure ranged from 140/90 to 200/140, 
and bore no relationship to the subsequent course. 
Some of the essential statistical data are shown in the 
diagram at the right. 

Of the eight patients who died, four had developed 
the accelerated (‘‘malignant”’) form of hypertension. 
Three patients died of a cerebral hemorrhage, and the 
cause of death could not be determined in one. Among 
the 22 patients who are still alive, the majority have 
cardiac hypertrophy, five have had evidence of cardiac 
disease, one has had a cerebral vascular accident, six 
now have proteinuria, and three have recently been 
found to have retinal hemorrhages. 

Results of Perera’s study do not support the thought 
that hypertension is more severe when it develops in 
youth. The survival time from onset of hypertension in 
the 30 subjects compared favorably with the 20 years of 
mean survival observed by the author in 150 patients 
with primary hypertension followed from onset until 
death (average age at onset, 32). (Ann. Int. Med., 
49:1348, 1958.) 


Gastrointestinal Lymphoma 


BrrorE 1940, lymphomas of the gastrointestinal tract 
were thought to be so highly malignant that radical 
surgical excision was thought usually to be unwar- 
ranted. In the past two decades, there have been reports 
of prolonged survival following operation. Frazer re- 
ports 31 cases of gastrointestinal lymphoma with five- 
year follow-up. 

Patients with gastric tumor frequently had a long 
peptic-ulcer-type history. Eighteen patients with 
gastric lymphoma were explored, but only nine sub- 
total resections were performed with hope of cure. 
Seven lived five years or more (one is still living at 26 
years) and of these, four had lymph node metastases 
and five received postoperative irradiation. 

The presenting complaints of patients with smail 
bowel involvement were related to obstruction. Of 11 
cases, ten resections were performed with. three five- 
year survivors (one is still living at 22 years). 

The two patients with colon lesions had obstructive 


symptoms and both died within two months of opera- 
tion. 
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DATA FROM STUDY OF 30 PATIENTS 
IN WHOM PRIMARY HYPERTENSION 
HAD ITS ONSET BEFORE 
THE AGE OF 25 YEARS 


Yeors 10 


Range of 


On the basis of the statistics reported, it was felt that 
prolonged survival would result from vigorous surgical 
attack on these lesions. Even further improvement can 
probably be offered with postoperative irradiation. 
(Surg., Obst. ¢ Gynec., 108:182, 1959.) 


Phenylketonuria 


PHENYLKETONURIA—also known as phenylpyruvic 
oligophrenia— has as its basis an enzymatic abnormality 
involving the parahydroxylation of phenylalanine to 
tyrosine. Abnormal metabolites phenylpyruvic acid, 
phenylacetic acid and phenylacetyl glutamine are 
excreted in large quantities in the urine. While the 
principal sign of this syndrome is mental retardation, 
there is great variation in the physical and mental 
manifestations. 

Leonard and McGuire report the unusual case of 
an 84-year-old girl with chemically proven pheny!- 
ketonuria who is of borderline intelligence. In this case, 
a high ability for rote memory was found by psy- 
chologic evaluation, and it is expected that an in- 
creasing mental age will be obtained with continued 
environmental security. 
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The pattern or inheritance of this disorder is a 
simple autosome recessive. Each parent must be a 
carrier. The serum phenylalanine tolerance test 
demonstrates the carrier state. Thus far, the mother 
and two siblings of this patient have been detected as 
carriers. 

The authors stress that phenylketonurics of higher 
I.Q. may go undetected. Further, they believe that the 
percentage of these individuals will increase as more 
general awareness of the disease develops. These 
authors and others have demonstrated that there is 
generally no correlation of serum phenylalanine levels 
and I.Q. level. 

In view of this case and others reported recently, 
phenylpyruvic oligophrenia is no longer correct 
terminology for the syndrome of phenylketonuria. 
(J. Pediat., 54:210, 1959.) 


Late Discharge of Tubercle Bacilli 


THE POSSIBILITY THAT ADULTS who have made a clinical 
recovery from pulmonary tuberculosis may still oc- 
casionally discharge tubercle bacilli has been recog- 
nized for many years. The fact that tubercle bacilli 
may sometimes be cultured from the gastric contents 
of children long after the onset of primary tuberculosis 
is perhaps not as well known, according to Lincoln and 
Adiao. 


These authors observed 44 patients in whom tubercle - 


bacilli were cultured from gastric or bronchial fluids six 
months to more than 25 years after the initial diagnosis 
of primary tuberculosis. No significant roentgeno- 
graphic changes accompanied the late excretion of 
tubercle bacilli. 

Persistent excretion of tubercle bacilli is often 
associated with abnormalities of the bronchi. Thus, 27 
patients had endobronchial disease proved by endos- 
copy, and an additional eight had roentgenographic 
or bronchographic findings suggestive of previous 
endobronchial involvement. Foci of tuberculosis drain- 
ing into the upper respiratory tract, usually in tonsils 
or adenoids, were found in 11 of the 44 patients. 

It would seem reasonable to treat or re-treat with 
antimicrobial therapy all children in whom tubercle 
bacilli reappear on culture within two years of a known 
primary focus, in the hope of eradicating the lesion 
producing tubercle bacilli before it becomes a closed 
necrotic focus. 

Persons showing tubercle bacilli on culture long 
after a known primary infection, or with roentgeno- 
graphic evidence suggesting arrested primary tubercu- 
losis with or without previous endobronchial involve- 
ment, should be subjected to careful study by bronchos- 
copy, bronchography when necessary, and repeated 
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bacteriologic examinations. In the occasional case in 
which roentgenograms are normal, otolaryngologic ex- 
amination should be undertaken. (Am. Rev. Tuberc., 
79:31, 1959.) 


Ataractic Therapy in Tuberculous Patients 


FisHER AND TELLER SHOWED that tranquilizing drugs 
are of great benefit in both the antituberculosis and the 
psychiatric management of tuberculous patients. As 
high as a 40 per cent psychiatric discharge rate was 
achieved with ataractic medications. The tuberculous 
process improved in approximately 90 per cent of the 
patients, not because the ataractics possessed anti- 
tuberculous therapeutic properties per se, but because 
they made the patients more amenable to antituber- 
culous chemotherapy. 

Improvement was most noticeable in acutely dis- 
turbed patients who formerly had frequent belligerent 
and combative outbursts. To some degree, all patients 
appeared to benefit from therapy. Their symptoms of 
anxiety, tension, confusion and psychomotor excite- 
ment were reduced. Combative outbursts, destruction 
and restraints became things of the past. 

After comparing the actions of various ataractic 
drugs, the authors found that the combination of 
chlorpromazine and reserpine accomplished the bene- 
ficial effects more rapidly. (Dis. of Chest, 35 :134, 1959.) 


Resection of Multiple Mesothelioma 


IT HAS BEEN GENERALLY conceded that successful treat- 
ment of a diffuse form of mesothelioma, which is char- 
acterized by widespread pleural distribution, is not 
attainable. Harris, Hyman and Nevius showed that 
surgically treatable forms of diffuse pleural meso- 
thelioma exist, but may remain untreated because of 
their deceptive appearance microscopically, particu- 
larly in the frozen sections. They report three cases of 
surgically treated mesotheliomas of the pleura in 
which one patient is living and well after five years, and 
another has lived for two years. The third patient was 
operated on late, and lived only six months after re- 
section. 

At surgery, it was noted that, although the tumor 
masses over the parietal surface were hard and ap- 
peared to involve the underlying soft tissues, bone 
and other deep structures were not invaded, and the 
tumors were movable. Radical pleural pneumonecto- 
mies were performed in all cases. 

Although at surgery the frozen section report of 
adenocarcinoma would indicate anything but a suc- 
cessful result, it was decided on the basis of clinical 
judgment to proceed with radical resection. The 
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permanent paraffin sections of these three cases still 
bore a striking resemblance to adenocarcinoma, but 
close study of the sections led to a differentiation not 
possible on the frozen tissue study. In all cases, later 
studies were interpreted as mesothelioma of the 
pleura, pointing up the basic thesis of the authors’ 
report—the unreliability of the frozen section in 
diagnosing this tumor and the need of clinical aware- 
ness of its deceptive appearance, both microscopically 
and grossly. (Dis. of Chest, 35:127, 1959.) 


Loss of the Tactile Pad of the Thumb 


WaTMAN AND DENKEWALTER REPORT On an ingenious 
operation for the repair of the loss of the tactile pad of 
the thumb. This injury is not uncommon and causes 
extreme disability to the most important digit. The 
injury consists of the loss of all or a significant portion 
of the soft tissue from the palmar aspect of the distal 
phalanx of the thumb. The palmar skin is a specialized 
structure capable of stereognosis. To replace this, only 
additional palmar skin can be used. 

The operative procedure designed to repair the 
palmar surface of the thumb is performed by sacrifice 
of the distal phalanx of the little finger. An incision 
shaped like a racquet is made around the finger 
nail of the little finger, and the nail and bone of 
the distal phalanx are removed. The soft tissue of the 
little finger is then sewn to the thumb with the hand 
in the position as though giving the Boy Scout salute. 
Later the pedicle of the little finger can be divided and 
the little finger closed. The new pad on the thumb has 
developed almost complete sensation, and the only 
permanent disability has been the loss of the last joint 
of the little finger. (Am. J. Surg., 97:238, 1959.) 


Ovarian Cystomas 


DeSanto, Bullock and Moore have followed a group of 
959 consecutive Caucasian women who have had 
ovarian tumors. Most of these tumors were benign or 
malignant serous cysts (see table at the right). 

The percentage of malignancy in bilateral or uni- 
lateral serous cysts or mucinous cystadenomas in- 
creased with advancing age; benign cysts were more 
often bilateral in older patients and the percentage of 
malignancy in patients with bilateral cysts was slightly 
higher than in patients with unilateral cysts. 

The authors noted that in the nine cases of rare 
ovarian adenocanthoma, eight were traceable to a pap- 
illary serous neoplasm, and one to an endometrial cyst. 
Further, in the large series, none of the cystadenocar- 
cinomas were found in patients under 25 years of age. 
(Arch. Surg., 78: 98, 1959.) 
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Esophageal Erosions in the Newborn 


MERRIAM AND BENIRSCKE have been impressed with the 
frequency with which erosions of the esophagus appear 
in routine autopsies of newborns. They were micro- 
scopic and were not a cause of symptomatic bleed- 
ing or a factor contributing to death. They were 
incidental findings, and the search for them was con- 
fined to the cervical area. The ages of the newborn 
ranged from 20 weeks of gestation to 2 weeks after birth. 

There were 57 cases with such erosions in 190 
autopsies. Forty-eight of these were in newborns with 
pulmonary disease, particularly hyaline membrane 
syndrome (35 erosion cases in 61 autopsies). While no 
single mechanism seemed adequate to explain these 
lesions, contributing factors appeared to be intubation, 
bacterial infection, ischemia secondary to vascular con- 
gestion, and peptic digestion. 

With regard to intubation, aspiration of the trachea 
and pharynx or stomach, or gavage feeding were 
utilized in 81 of 142 newborns. There was an incidence 
of 43 per cent of erosions in this group. However, 
there was an incidence of erosions of 28 per cent in the 


smaller nonintubated group. (Lab. Invest., 8:39, 1959.) 


TYPE AND FREQUENCY 
OF OVARIAN NEOPLASMS 


Type of Neoplasm Benign Malignant 


Serous Cysts 284 150 
Mucinous Cysts 

Dermoids 

Fibroma-Thecoma 
Granulosa-Cell 
Adenocanthoma 

Brenner 

Krukenberg 

Endometrioma 
Arrhenoblastoma 
Dysgerminoma 


Miscellaneous 


Total 722 221 


*Four occurred in mucinous cysts. 
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Kanamycin for Tuberculosis 


KANAMYCIN IS A NEW ANTIMICROBIAL effective in low 
concentrations in vitro against tubercle bacilli. Wright 
and associates administered kanamycin to 11 subjects 
with chronic pulmonary tuberculosis for periods up 
to six months. With a daily dose of 0.5 Gm., blood 
concentrations above the usual inhibitory concentra- 
tions were achieved and maintained for eight hours. 

Two patients who were treated initially with 1 Gm. 
of kanamycin daily developed diminution in hearing. 
Granular casts in the urine appeared in all patients. 
Bacterial resistance was present at 60 days in half 
of the patients, and at 120 days in all. 

Clinical and roentgenographic evaluation indicated 
that kanamycin had some antituberculous activity in 
the human, and that in combination with another 
antituberculous agent, it should be given a trial in a 
larger series of patients. __ 

The authors.also treated one patient with cavitary 
disease in whom photochromogenic acid-fast bacilli 
were present in the sputum. Kanamycin inhibited the 
growth of this strain of acid-fast organisms. 

Judgment of the therapeutic efficacy of kanamycin 
in the series of cases of chronic pulmonary tuberculosis 
reported is difficult, since the type of disease treated 
was of a variety in which dramatic changes could not 
be expected. Nevertheless, the disappearance of tu- 


bercle bacilli from the sputum in one case, and the 
favorable changes in sputum volume, body weight and 
the chest roentgenograms in a few patients indicate 
that the drug is sufficiently effective to warrant further 
use. However, because of the possibility of ototoxicity 
and nephrotoxicity, care in the use of this agent should 
be exercised. (Am. Rev. Tuberc., 79:72, 1959.) 


Cycloserine and Viomycin for Tuberculosis 


SCHWARTZ AND MOYER USED cycloserine and viomycin 
in a dosage of 0.5 Gm. daily, and 2 Gm. twice weekly 
respectively in 71 tuberculous patients who were 
treatment failures. The patients had disease of a type 
that would provide an extremely severe test of drug 
efficacy. Taking this into consideration, the authors 
concluded that the combination of viomycin and cyclo- 
serine was of some value. 

The value of the regimen was attested to by the facts 
that most of the patients who had reversible disease 
showed roentgenographic clearing, that the incidence 
of relapse was quite low, particularly for such an ad- 
vanced group of cases, and finally that the emergence 
of drug resistance (at least to viomycin) seemed to be 
considerably delayed, and actually prevented during 
the period of the study. 
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The only disquieting feature was the occurrence of 
deafness in three cases. The authors recommend that 
audiograms or other careful hearing examinations be 
done at least monthly during treatment with this 
regimen. (Am. Rev. Tuberc., 79:90, 1959.) 


Protective Clothing Against Thermal Radiation 


CLARKE, ZUIDEMA AND PRINE have tested 12 fabrics 
for protective qualities against thermal radiation. 
These fabrics included five types of cotton fabrics, 
two cotton-Nylon fabrics, Rayon, wool, Dacron, 
Dacron-Rayon and Nylon. 

This study revealed that the physical character- 
istics of the fabric were the most important in judging 
the protection afforded. There was almost a direct 
relationship between the weight of the material and 
the amount of protection, the heaviest fabrics giving 
the best protection. The thickness and the air per- 
meability can also be used as independent protective 
indexes. Color was also found to be very important 
with white fabrics giving the best protection. 

As far as could be determined, there was little or 
no difference between burns produced by pulses of 
energy delivered at the same rate as occurs in detona- 
tion of nuclear weapons and delivery of the same 
amount of energy at constant intensity using tech- 
niques available. It was not possible to accurately 
evaluate the test materials on the basis of their chemi- 
cal composition. (Ann. Surg., 149:278, 1959.) 


Esophageal Carcinoma 


WEISEL AND HIS ASSOCIATES have devised a palliative 
treatment for inoperable esophageal carcinoma that 
has helped a number of patients. The method used 
is a simple intubation method; a thoracotomy is not 
needed. 

One-hundred three patients have been treated by 
this method. All patients had obstructing esophageal 
carcinomas. The method of treatment has been to 
insert a semirigid individualized plastic tube with a 
proximal flange over the obstructing lesion. The tube 
is held in place by the carcinoma and no other fixa- 
tion is necessary. 

This method is to be used only when the lesion is 
nonresectable. This method has allowed the patients 
to eat and take oral medication nearly until the time of 
their death in most instances. Most of these patients 
have expressed marked gratitude for the relief of their 
obstruction. Harassing coughing has been helped too. 

There have been no deaths attributable to the plac- 
ing of the esophageal tube. (Ann. Surg., 147:207, 
1959.) 
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Soil Contaminated with Strontium-90 


CONSIDERABLE PUBLICITY has been given to the danger 
of contamination of soil by strontium-90 as a result of 
fallout from explosion of nuclear weapons. It is known 
that strontium enters plants more or less readily. It is 
evident, therefore, that human consumption of plants 
that have grown in soil contaminated by radioactive 
strontium would permit introduction of the radio- 
active elements into the human organism. Since 
strontium is similar to calcium in the sense that it lo- 
calizes in the bones, and since strontium-90 has a long 
half-life, prolonged exposure to radioactivity could be 
anticipated. 

Previous observations of fallout from explosions of 
nuclear weapons had indicated that the amount of 


radioactive strontium entering plants in contaminated 


soil was sometimes less than might have been expected. 
In a search for the reasons for that disparity, Libby 
tested several factors that might influence the pickup 
of radiostrontium by crops. It seemed possible that the 
addition of sulfate to the soil might precipitate stron- 
tium as strontium sulfate, a relatively insoluble com- 
pound. However, the addition of sulfate to soil was not 
very effective as a means of reducing the entry of 
strontium-90 into plants grown on contaminated soil. 
In contrast, the addition of potassium in amounts as 
low as about 30 pounds per acre effected a considerable 
reduction of radiostrontium uptake by plants (see 
diagram at the right). 

These results suggest that the treatment of heavily 
contaminated soils with fertilizers that contain potas- 
sium would have a beneficial effect in reducing the 
consequences of reactor accidents or of local fallout 


during wartime. (Science, 128: 1134, 1958.) 


New Treatment of Acute Leukemia 


ATKINSON AND HIS COWORKERS report the successful 
treatment of acute leukemia in an infant by total 
body irradiation, followed by bone marrow trans- 


. plantation from a normal identical twin. 


The patient, an 18-month-old female, was seriously 
ill with acute lymphoblastic leukemia. Following ir- 
radiation of 255 r, “blastic” elements disappeared 
from the peripheral blood and the bone marrow. The 
child became lethargic near the end of the treatment 
and developed nausea, vomiting and fever. On the 
day after the irradiation, the patient’s identical twin 
was anesthetized, and 31 aspirations of her bone mar- 
row were made. The aspirate was injected into the 
sick baby through a catheter that had been placed in 
the anterior tibial vein. There was remarkable and 
speedy improvement following the transplantation. 
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Effect of addition of potassium upon 
pickup by plants of radiostrontium 
from soil contaminated by fallout. 


For some time, the child remained well, only then to 
develop a relapse that eventually became unresponsive 
to any of the various types of therapy that were tried. 

In consideration of the partial success of the trans- 
plantation treatment in this case, the authors believe 
that larger doses of irradiation should be considered 
in the future—doses large enough to destroy all 
leukemic cells or prevent their recurrence. They be- 
lieve that such larger doses are indeed practical when 
protection can be afforded by marrow transplantation. 
(Blood, 14:228, 1959.) 


Anemia Following Nerve Resection 


ALTHOUGH THERE HAVE BEEN many recorded observa- 
tions about the influence of central and vegetative 
nervous system function upon the regulation of the 
blood, there is a paucity of information about the 
influence of the peripheral nervous system. In the 
light of that fact, Hollan conducted experiments in 
which rats were subjected to unilateral sciatic and 
femoral nerve resection. He was interested particularly 
in observing what happened to the red blood cell 
count in animals in which one limb had thus been 
deprived of its nerve supply. 

Almost uniformly, the rats developed anemia. The 
course and severity of the anemia were in proportion 
to the trophic disturbances developing in the limb in 
which the nerve had been resected. 

There was considerable variation in the course of 
the anemia. In some instances, after the initial drop, 
a regenerative phase developed and the erythrocyte 
count gradually was restored to normal. In other 
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instances, there was no such tendency to regeneration, 
and the course of the anemia was said to be “‘malig- 
nant.” Then there was a mixed pattern in which the 
course of the anemia undulated, eventually progress- 
ing either to regeneration or to a malignant phase. 
Searching inquiry into the reason for the anemia 
indicated that it was not due to blood loss, redistri- 
bution of blood cells, deficiency in nutrition, or purely 
local hematologic changes. Rather, the anemia was 
ascribed to humoral or neurohumoral effects emitted 
from the area with the impaired metabolism as a result 
of deprivation of nerve supply. (Blood, 14:203, 1959.) 


Azotemia and Blood "Ammonium’ in Cirrhosis 


OLIGURIA AND AZOTEMIA may accompany the develop- 
ment of hepatic coma in patients with severe liver dis- 
ease. Since urea from the circulating blood enters the 
gastrointestinal tract where it can be degraded to 
ammonium by the action of bacterial urease, Webster 
and Gabuzda believe that urea may be capable of 
contributing indirectly to the increased concentration 
of ammonium in the blood of some patients with liver 
disease. Increased circulating urea should be consid- 
ered, with other nitrogenous substances, capable of in- 
ducing impending hepatic coma in patients with severe 
hepatic disease. The authors tried to determine the 
influence of azotemia upon the blood ammonium levels 
in patients with hepatic disease and to evaluate the 
relationship of azotemia to hepatic coma. 

Four alert patients with chronic hepatic disease 
and azotemia had arterial blood ammonium nitrogen 
concentrations that were significantly higher than 
those of a group of patients with hepatic cirrhosis and 
normal blood urea nitrogen concentrations. Within 72 
hours, each of these patients developed symptoms 
indistinguishable from impending hepatic coma, or 
hepatic coma; and the blood ammonium nitrogen 
concentrations increased further in three patients in 
whom this measurement was made. 

The authors suggest that urea enters the gastro- 
intestinal tract from the blood stream, breaks down 
to produce ammonium, which may be absorbed into 
the portal blood and cause the portal blood ammonium 
nitrogen concentration to increase. Then, if the func- 
tion of the liver or its circulation is sufficiently im- 
paired, decreased hepatic metabolism of portal blood 
ammonium results, and the arterial blood ammonium 
concentration increases. 

If the formation of ammonium from circulating 
blood urea were primarily dependent upon the action 
of gastrointestinal bacteria, one might expect the 
process to be interrupted by the administration of oral 
antibiotics. 
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It may be that persistent oliguria with subsequent 
azotemia frequently heralds the deterioration in the 
patient’s status and a grave prognosis. Sometimes 
relatively rapid increases in blood ammonium nitrogen 
concentration occur in patients lapsing into hepatic 
coma. It seems unlikely that these increases always 
reflect a further decrease in hepatic function alone, 
because they may occur within the matter of a few 
hours even in chronic hepatic disease, and are usually 
unaccompanied by a worsening of other tests of hepatic 
function. However, the combination of both decreased 
urea elimination by the kidneys and hepatic disease 
might account for these relatively sudden elevations 
in some cases. (Arch. Int. Med., 103:15, 1959.) 


Effect of Lipemia on Arterial Circulation 


Ir Is KNOWN that essential hyperlipemia, a metabloic 
disease in which the fasting serum triglyceride level is 
markedly elevated, is associated with the premature 
development of atherosclerosis and with episodes sug- 
gesting transient ischemia in the myocardium, ex- 
tremities, brain and abdomen. Kuo and his associates 
studied six patients with essential hyperlipemia in an 
attempt to induce changes in the serum lipids, es- 
pecially the triglyceride level, by varying the fat intake 
and to correlate the changing serum lipid levels with 
the subjective and objective evidences of cardiac and 
peripheral ischemia. 

Rapid changes in the blood lipid levels were induced 
by manipulation of the dietary fat intake. The pa- 
tients’ symptoms and signs of arterial ischemia showed 
prompt improvement with clearing of the lipemia. 
Reinstitution of high-fat feeding for seven to 21 days 
returned all the patients to the state of hyperlipemia 
and to the same clinical status of their control or full- 
diet period. 

The authors also noted a slight degree of arterial 
oxygen unsaturation in two of their hyperlipemic pa- 
tients. They suggest that these minor degrees of 
arterial oxygen unsaturation did not contribute to the 
symptoms of myocardial or peripheral anoxia. The 
possibility that hyperlipemia may lower the arterial 
oxygen saturation by interfering with pulmonary oxy- 
gen diffusion in patients with mild congestive failure 
perhaps suggests that a high plasma triglyceride con- 
tent may act in a similar manner to interfere with the 
diffusion of oxygen from the blood to tissue that 1s 
supplied by a diseased vessel. 

The data reported by these authors add confirm- 
ative evidence that lipemia may be one of the factors 
aggravating or precipitating acute arterial insufli- 
ciency in arteriosclerotic subjects. (dm. J. Med., 
26:68, 1959.) 
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Anticoagulants in Coronary Artery Disease 


SHAPIRO DISCUSSES some of the reasons for the unsettled 
state of the anticoagulant controversy in acute and 
chronic coronary artery disease. In the first place, 
coronary artery disease is of unknown primary cause. 
Ignorance of the causation of the malady nearly always 
leads to faulty treatment that is modified or discarded 
as knowledge is accumulated. 

Many cases of acute myocardial infarction are not 
strikingly similar in the clinical sense. One coronary 
patient has mild pain and is alert and cheerful, while 
another is sick, with recurrent pain, clammy skin and 
tachycardia. Such a disease of unknown cause wherein 
one case is hardly like the next plays havoc with a 
series of alternate patients and makes less reliable any 
system of assessing good-risk and poor-risk cases by 
criteria often inexact. 

Many cases of acute myocardial infarction are not 
directly caused by acute coronary thrombosis. The 
incidence at autopsy of thrombosis as a cause of myo- 
cardial infarction varies from 21 per cent to 95 per 
cent. The clinician assumes that a thrombus in a coro- 
nary artery initiates the myocardial infarction he is 
called upon to treat, and administers anticoagulants to 
prevent extension of the thrombus. Obviously, in some 
patients then, anticoagulants are administered to pre- 
vent extension of a thrombus that might be non- 
existent. 

The mortality rate and the survival time after sus- 
taining acute myocardial infarction are not predictable 
numbers (see diagram at the right). The immediate 
mortality rates have varied in different reports from 3.1 
per cent to 51.5 per cent. The chances of living three 
years after a heart attack have varied from 41 per cent 
to 87 per cent; of being alive five years after an attack, 
from 22 per cent to 82 per cent. If various series of 
cases not treated with anticoagulants vary so widely in 
prognosis because of the many imponderable and un- 
predictable factors that constitute the disease classified 
as acute myocardial infarction, how can the effect of an 
anticoagulant be trustworthily assayed? 

Anticoagulants cannot be expected to forestall death 
in all cases of acute myocardial infarction. Ventricular 
fibrillation, asystole and ventricular rupture—the 
usual causes of sudden death in the first seven to ten 
days—cannot be prevented by anticoagulants. 

Although oral anticoagulants were first used to pre- 
vent thromboembolic complications of myocardial in- 
farction, indications for their use have expanded to 
include long-term prophylaxis in coronary artery dis- 
ease. It is undeniable that anticoagulants have nearly 
halved the appreciable mortality from complicating 
pulmonary thromboembolism. Unquestionably the 
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postinfarction patient is most likely to die of heart 
disease, but only about 50 per cent will die of another 
acute myocardial infarction. 

Dividing the patients into good-risk and poor-risk 
classes as a guide to the use of anticoagulants is not 
foolproof. Except for the obvious danger signs of severe 
shock, ventricular arrhythmias and acute pulmonary 
edema, there is frank disagreement concerning the 
seriousness of increased age, sex, obesity, diabetes, 
previous angina, previous myocardial infarction, and 
hypertension. 

Finally, are the oral anticoagulants antithrombotic 
agents? There is some evidence accumulating that 
Dicumarol is not an antithrombotic drug. The distine- 
tion must be made between the effects of an anticoagu- 
lant upon in vitro blood coagulation and the in vivo 
inhibition of thrombosis. (Dis. of Chest, 35: 95, 1959.) 


Total Reconstruction of the External Ear 


CONGENITAL ABSENCE OF THE EAR is rare, Occurring once 
in approximately 20,000 births. The principal diffi- 
culties in producing an acceptable surgical substitute 
for a missing ear fall into four general categories; 
namely, the furnishing of skin in adequate amounts 
and of matching quality, the production of a framework 
that will remain permanently and inertly in its bed, the 
creation of delicacy and contour, and the proper and 
permanent positioning of the restored ear to furnish a 
symmetric counterpart to the opposite appendage. 


VARIATIONS IN RANGE OF PROGNOSTIC ASSAYS 


FROM DIFFERENT REPORTS OF CASES 
OF ACUTE MYOCARDIAL INFARCTION 
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Tanzer has recently devised a series of surgical 
operations that have resulted in a most satisfactory 
appearance of the reconstructed ear. The operations 
are begun when the child is approximately 5 years of 
age, at a time when the opposite ear is nearly adult 
size and when the costal cartilages have adequate 
growth. A piece of x-ray film is used to make a rough 
approximation of the helical cartilage of the normal 
ear and a cartilage model of this is then taken from 
the seventh and eighth costal cartilages. A small 
additional piece is then taken and sutured to the outer 
border of the large cartilage to give an L-shaped mold 
of the curve of the helix. This is implanted through 
an anterior incision under the skin in the area of the 
reconstructed ear and the skin molded to fit the carti- 
lage. Later a tragus is reconstructed by a fold of skin 
in the area. A concha is hollowed and the ear raised. 

This method appears to be superior to any method 
now in use for reconstruction of microtia. (Pl. & 


Recons. Surg., 23:1, 1959.) 


Familial Hypercholesterolemic Xanthomatosis 


GuRAVICH EMPHASIZES that although the syndrome of 
xanthomatosis (cutaneous and tendinous) associated 
with essential or primary hypercholesterolemia is well 
known, at times hypercholesterolemia may present as 
the only indication of the abnormal trait. This is 
known as the forme fruste of the condition. From 
the clinical standpoint, the chief interest of this inborn 
error of metabolism lies in its frequent association with 
coronary artery disease. 

The author studied 103 persons in two families 
afflicted with the hypercholesterolemic trait. Forty- 
one of these individuals had cholesterol values over 
300 mg. per 100 ml., while 25 had levels ranging from 
250 to 300 mg. Thirty-seven patients had normal 
cholesterol levels. Tendon xanthomas occurred in 23 
of the 41 hypercholesterolemic patients. The sites of 
predilection for the xanthomas were the extensor 
tendons of the fingers, the patellar tendons and the 
tendon of Achilles. The triceps tendon near its in- 
sertion into the olecranon was less frequently involved. 
The author also observed patients in whom the 
xanthomas were located at fascial as well as periosteal 
sites. Despite marked enlargement and nodularity of 
the involved tendons, there were usually no symptoms 
associated with these xanthomas. 

Lipid deposits, chiefly cholesterol, may involve all 
layers of the cornea, giving rise to arcus juvenilis. In 
the present series, 22 of the 41 hypercholesterolemic 
subjects had arcus. There were 11 under the age of 
50, eight of these being 40 years old or less. The 
youngest was 27 years of age. 
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Fourteen of the 41 hypercholesterolemic patients 
(nine males, five females) had clinical coronary artery 
disease. In 16 asymptomatic hypercholesteroleinic 
patients, the Master two-step test was carried out. ‘The 
response to exercise was abnormal in nine. It is sug- 
gested that in some of these patients this test might 
indicate occult or presymptomatic coronary artery 
disease. 

In 16 patients with cholesterol levels of 250 to 300 
mg. per 100 ml. (borderline cases), two-step tests were 
carried out. In five, the results were considered ab- 
normal. In the normal cholesterol group, one patient 
had definite clinical coronary artery disease, and two 
were suspected of having angina. Two of ten asympto- 
matic normal cholesterol patients who underwent two- 
step tests had positive results. (Am. J. Med., 26:8, 
1959.) 


Repair of Ruptured Interventricular Septum 


WHILE THE PROGNOsIS of rupture of the interven- 
tricular septum following myocardial infarction is 
uniformly poor, extended survivals are frequent 
enough to warrant the consideration of corrective 
surgery, according to Shickman and his associates. 
It would seem desirable, in these high-risk patients, 
to attempt repair by a surgical procedure that avoids 
the added time and risk of open cardiotomy aided by 
a pump oxygenator. The perforations secondary to 
infarction usually occur in the apical portion of the 
septum, often adjacent to one of the free ventricular 
walls. A fairly rapid repair of these defects is thus 
feasible, avoiding the additional hazards of a pump 
oxygenator. 

The authors describe a case in which the diagnosis 
was confirmed by cardiac catheterization, and the 
defect was closed under the direction of an exploring 
finger. Because the right ventricle is usually dilated, 
its wall can be sutured to the septum, closing the 
defect with a minimum of tension and distortion of 
the heart. The patient tolerated the procedure well 
and continued to improve after surgery. On the 
seventh postoperative day, he suddenly died. Autopsy 
revealed a fresh anteroseptal infarct of the left ven- 
tricle. 

The indication for the correction of an acquired 
interventricular septal defect would seem to be pro- 
gressive deterioration despite optimal medical man- 
agement. If possible, operation should be delayed 
until healing of the infarct has taken place. Since 87 
per cent of these patients are dead within two months, 
early operation seems justified whenever a progressive 
downward course becomes manifest. (Arch. Int. Med., 
103:140, 1959.) 
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REPORT ON MEDICAL 


WALTER H. KEMP 


The long-awaited report of the AMA’s Commission 

on Medical Care Plans broke into the limelight 

at the 1958 Minneapolis interim session. Delegates 
promptly voted to postpone action until the June Atlantic 
City meeting. This presumably means that some action 
can be expected within the next five weeks.— PUBLISHER. 


Tue Commission on Medical Care Plans report covers 
a three and one-half year study by the 15 members of the 
commission. Dr. Leonard Larson, chairman of the 
AMA Board of Trustees, headed the commission. For 
reasons that are figuratively elusive, there isn’t a gen- 
eral practitioner on the commission. Instead, there are 
five surgeons, four internists, four other specialists and 
two insurance executives. This observation is of no 
real or special significance but as a sidelight, it does 
seem that the commission might have profited from 
a family doctor’s practical experiences with health 
care plans. 

The commission was appointed by the Board of 
Trustees, November 19, 1954. Its mission was to 
determine whether current medical care plans are 
effectively promoting (1) the highest quality of health 
services; (2) the welfare of the public and the medical 
profession and (3) the ethical standards of the medical 
profession. Such a triumvirate of objectives must 
certainly be labeled unequivocally ambitious. 

The report states that the commission reviewed 
three broad areas: 

1. The nature and method of operation of the 
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special Features 


CARE PLANS 


various types of plans through which persons receive 
the services of physicians. 

2. The effect of these plans on the quality and 
quantity of medical care provided. 

3. The legal and ethical status of the arrangements 
used by the various plans. 

In addition to but not included in the “broad area” 
classification, the commission also wanted to learn: 

1. What effect these plans may have on the tradi- 
tional patient-physician relationship. 

2. Whether the introduction of a third party in this 
relationship tends to disturb it and to result in in- 
ferior medical care. 

3. Whether there are plans in which the partici- 
pating physician is violating the Principles of Medical 
Ethics. 

4. Whether the plans will encourage the corporate 
practice of medicine, especially by hospitals. 

5. What the proper relationship, if any, should be 
between the medical profession and third-party 
financial mechanisms. 


No Plan Offered 


The report points out that the commission made 
no attempt to develop a “blueprint” or to argue the 
merits of any particular plan. In his preface to the 
report, Dr. Larson adds that the medical profession 
**is fully aware of the increasing pressures for expanded 
medical services at lower costs to the public.” 

The study attempts “to summarize and correlate 
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insurance plans are subject to abuse if the terms allow financial gain. 
Abuse can be held to a minimum by incorporating deductible and 
coinsurance features requiring the insured to pay portions of the cost. 


the various points of views, attitudes and opinions 
of groups directly concerned in the provision of med- 
ical care.” It further ‘recommends possible solutions 
to perplexing problems” and “raises questions which 
have yet to be answered.” The commission faced a 
monumental assignment and deserves a well-earned 
accolade. . 

No one knows how the state medical societies will 
react to the commission’s report. However, the Colo- 
rado State Medical Society is already on record as dis- 
agreeing with certain key conclusions. The report has 
been interpreted as calling for an era of peaceful co- 
existence between organized medicine and closed panel 
plans. The Colorado state society is opposed to this 
arrangement and has instructed its delegates to the 
June Atlantic City AMA meeting to “go on record as 
definitely opposing closed-panel systems of medicine.” 
Quoting from the commission report, the Colorado 
society objects to a recommendation stating that “the 
medical profession should assume a judicious, tolerant 
and progressive attitude toward developments in the 
medical care field.” Dr. Kenneth C. Sawyer, one of 
Colorado’s three AMA delegates, has termed the com- 
mission study “a weak report.” 

It would take an issue of GP or a lengthy series of 
articles to publish a comprehensive summary of the 
report. But in five weeks, AMA delegates may act on 
what is now known as the “Larson report.” GP seeks 


only to highlight portions of the report and perhaps 
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simultaneously stimulate an even higher level of in- 
terest. In brief, the commission: 

1. Analyzed statistical data and other background 
material on 107 prepayment plans (grouped as “‘inis- 
cellaneous and unclassified plans”). These 107 plans 
cover three and a half million people. Field studies 
were conducted on 19 plans in ten cities. 

2. Analyzed the most widely held and liberal cer- 
tificates issued by 64 Blue Shield plans covering almost 
27 million people and studied 19 non-Blue Shield 
plans. These plans cover an additional three million 
people. All of them had been endorsed or approved by 
a medical society. 

3. Studied the most widely held and liberal provi- 
sions of policies issued by companies writing group 
regular medical and surgical insurance. The com- 
mission’s analysis is based on contracts issued by ten 
companies and covering surgical expenses for 24 
million people and regular medical expenses for 13 
million people. 

4. Surveyed insurance companies writing individual 
and family surgical and regular medical expense 
policies. The report contains information on con- 
tracts issued by 21 companies and covering between 
40 and 50 per cent of all persons who have this par- 
ticular type of health insurance. 

5. Surveyed 244 industrial medical programs serv- 
ing one and a half million employees. Here the intent 
was to study occupational health facets and the medi- 
cal and ethical relationships involved. 

6. Used the same study schedule to obtain informa- 
tion on occupational disability programs (workmen’s 
compensation). The report summarizes the responses 
of 201 employers with 860,000 employees. 

7. Studied selected statutes relating to workmen’s 
compensation laws. 

8. Analyzed the dollar-and-cents facets of work- 
men’s compensation. 

9. Studied literature on student health services. 

In order to make efficient use of available man- 
power, the commission divided itself into four com- 
mittees. However, all projects and reports were 
reviewed by the full commission. The four committees 
studied: 

1. Miscellaneous plans, unclassified plans and 
student health services. 

2. Medical society and related plans (including 
Blue Shield and private insurance programs). 

3. Industry programs providing nonoccupational 
medical care. This same committee also studied 
occupational disability programs. 

4, American Medical Association policy statements 
and Judicial Council opinions relating to the Prin- 


ciples of Medical Ethics. 
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One Resolution Endorsed 


Although the commission studied many resolutions 
referred by the House of Delegates and the Board of 
Trustees, it considered these primarily as information. 
The commission did recommend approval of the fol- 
lowing resolution, adopted at the 1955 clinical session: 

Wuereas, The medical profession is dedicated to 
the provision of medical care in the public interest; 
and 

Wuereas, It is essential in providing the best medi- 
cal care to the public that the profession be concerned 
not only with the planning of facilities but also with 
the maintenance and improvement of standards therein ; 
and 

Wuerzas, The experience of the Council on Medical 
Service indicates that benefits may accrue to the public 
by encouraging state and county committee activities 
in this field; and 

Wuergas, The profession recognizes that the com- 
munity has a vital concern regarding the availability 
and operation of medical facilities; and 

Wuereas, Medical facilities are being sponsored or 
established by nonmedical groups in some areas; 
therefore be it 

Resotvep, That constituent associations and com- 
ponent societies be encouraged to designate com- 
mittees whose functions may include but need not be 
limited to: 

1. Maintaining continous studies with respect to 
existing health facilities as well as needs; 

2. Consulting with groups having an interest in 
health facilities ; and 

3. Advising groups or individuals interested in 
sponsoring, establishing or improving health facilities. 


Definitions 


In its report, the commission defines three plans 
that pay for the services of a physician. To avoid pos- 
sible confusion, these definitions follow: 

Cash indemnity.— Plans designed to assist persons in 
paying the cost incurred for medical care. Such plans 
allow maximum specified sums not necessarily related 
to the insured’s expense for the specified services. The 
insured may go to any physician of his choice. 

Service or full payment.— Plans designed to assure 
the patient that any medical service included in the 
plan will be provided in either of two ways: (1) through 
so-called open-panel arrangements where any physi- 
cian may participate if he agrees to accept the fees listed 
ina predetermined schedule of benefits ; or (2) through 
close-panel arrangements where medical services are 
usually provided by physicians the number of which is 
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determined by the plan. These latter are employed on 
a salary, hourly or other contractual basis. Such plans 
may be (a) open to the general public, or (b) limited 
to a specific industry, union or other circumscribed 
group. The patient may or may not have a choice of 
physicians within the closed panel. 

Combinations of indemnity and service or full payment. 
—Plans combining various aspects of cash-indemnity 
and service-or-full-payment plans as described above. 


Miscellaneous and Unclassified Plans 


The committee that studied miscellaneous plans, un- 
classified plans and student health services reached the 
following conclusions. This is not a full report and GP 
simply wishes to highlight conclusions of special in- 
terest to Academy members and other doctors in the 
general practice of medicine and surgery: 

1. These plans have not grown in number and en- 
rollment as fast as many physicians believe. They are 
widespread geographically, but enrollment is concen- 
trated in a few plans. 

2. Industrialized areas have been the locus of the 
greatest growth of these plans, but the ideologic con- 
cepts which have influenced the growth of these plans 
in those areas have also encouraged their development 
in other areas. Where unions have favored the expan- 
sion of such plans the money for financing them has 
been obtained, in large part, through collective bar- 
gaining for health benefits. Collective bargaining, both 
local and nationwide, for health benefits may result in 
further expansion of these plans. 


Health insurance is available from both profit and nonprofit organiza- 
tions. This facet seems to have little effect on the organization's 


inherent ability to provide sound, adequate insurance. Voluntary 
health insurance competition is in the best interests of the consumer. 
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3. The number of union- and consumer-sponsored 
plans and their enrollment have increased during the 
past 15 years. This growth is likely to continue. 

4. The scope of these programs has been changing. At 
first, plans in this group were established to provide 
for the medical needs of beneficiaries due to the una- 
vailability or inadequacy of existing medical personnel 
or facilities in remote areas. Later, this concept of med- 
ical care was extended to other areas where mechanisms 
for the provision of medical care were available for oc- 
cupational and nonoccupational illness and injury. 

5. The trend of these plans is to provide services by 
physicians in closed panels. 

6. A characteristic of the prepaid, direct service, 
plans is the establishment of facilities with closed-panel 
staffs. In some instances, plans own and operate their 
own hospitals. 

7. The scope of medical services provided through 
these plans ranges from diagnostic to comprehensive 
medical care. 

8. The benefits provided through various miscella- 
neous and unclassified plans are broader and more com- 
prehensive than those provided through most other 
prepayment mechanisms. 

9. In industry the ultimate cost of medical care as 
provided through these plans as well as through other 
prepayment mechanisms is financed largely through 
collective bargaining. This is finally borne by the gen- 
eral public in that the cost of the plan is reflected in 
the price of the product or service involved. 


Insurance cannot create professional personnel nor guarantee the 
availability of health care. Only physicians, working with ancillary 
professional and technical personnel, are competent by law, educa- 
tion and training to render such care. 


166 


10. By and large, the medical profession became con- 
cerned with these mechanisms for the provision of med- 
ical care when issues arose which affected the practice 
of medicine; such as, the economic threat posed to the 
physicians in the community, the type of care provided, 
the long-range influence on the quality of medical care, 
the threat of lay domination and the employment of 
large numbers of physicians on salary or retainer. 

11. Lay administrators, solely, direct the activities 
of a small percentage of plans. Administrators who do 
not realize the limitations of their medical knowledge 
may interfere with the proper performance of a plan 
and lower the quality and quantity of medical care 
rendered. 

12. The quality of medical care provided by these 
plans would be adversely affected if, for example, phy- 
sicians serving them: (1) carried too great a work load; 
(2) were required to exceed their professional limita- 
tions or (3) were restricted in their medical practice 
by lay administrators or nonmedical administrative 
boards. 

13. Physicians have affiliated themselves with these 
plans for the following reasons: to supplement income; 
to participate in group practice ; to gain experience and 
practice more rapidly ; to develop a private practice by 
referrals; to serve certain groups of patients and satisfy 
personal ideals; to obtain job security and various 
personal benefits including regular hours of work, paid 
vacations, pensions, etc. 

14. Medical societies have taken various attitudes 
toward these plans. Some have cooperated ; others have 
expressed disagreement with the methods used to at- 
tain the stated objectives of the plans. Some have made 
no effort to inquire into their methods of operation, 
have criticized the ethical arrangements involved, have 
taken no position on them, or have actively opposed 
them for various reasons. 

15. Some plans embark upon programs without 
prior consultation with local medical societies. Such 
actions create gaps in understanding and may result 
in conflict. 

16. ‘Free choice of physician” is an important factor 
in the provision of good medical care. In order that 
the principle of “free choice of physician” be main- 
tained and be fully implemented the medical profession 
must discharge more vigorously its self-imposed re- 
sponsibility for assuring the competency of physicians’ 
services and their provision at a cost which people can 


afford. 


Corporate Plans 


Continuing, the report points out that as a direct 
result of legislation and a new “social philosophy,” 
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miscellaneous prepaid plans (especially closed-panel 
plans) can now be legally organized and operated even 
though a corporation is involved and the plan actually 
advertises. This is not true in all states. 

The Taft-Hartley Act has also come into the picture. 
This act permits employers to make payments through 
collective bargaining trusts established by employee 
representatives. These trusts are then used to buy or 
provide medical care or insurance for employees and 
dependents. 

The Larson report clearly states that any medical 
society “may be on dangerous ground if it denies mem- 
bership to physicians, disciplines members, or threatens 
to do so because they render services for prepaid plans, 
including closed-panel plans.” In some instances, the 
Sherman Antitrust Act is involved. Any attempt to re- 
strain a medical care plan is equally dangerous. 


Medical Society Plans 


This committee reviewed programs underwritten by 
medical societies, including Blue Shield and private 
insurance programs. 

Its report includes a very lucid statement relating to 
the basic principles of insurance. These principles are 
often overlooked and it seems sensible to review them: 

1. The risk must be subject to the laws of mathemati- 
cal probability. 

2. There must be an insurable interest. 

3. There should be a large number of independent 
risks spread over a fairly large geographic area. 

4. The risk involved must be important to the in- 
sured party. 

5. There must be an element of uncertainty as to the 
occurrence of the event. 

6. The existence of insurance should not have a 
tendency to increase the risk or to provide an oppor- 
tunity for the insured to make a financial gain. 

7. The risk must be measurable financially. 

The committee does not believe that these particular 
plans have a direct effect on the quality of medical 
care. As to whether or not they encourage the cor- 
porate practice of medicine (especially by hospitals), 
the committee contends: 

“If a plan (incorporated or not) should undertake 
to provide medical care as distinguished from assist- 
ance in financing such care in whole or in part, such 
an undertaking would convey the erroneous impres- 
sion that the plan had the ability to render medical 
care. Only a human being (natural person) is capable 
of satisfying the legal and educational requirements 
for a license to practice medicine. 

“In several instances a medical benefit program is 
“sold and administered either together with or as an 
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Industrial health care programs are often financed via collective 
bargaining procedures. This cost may then be reflected in the price 
the consumer pays for the products or services involved. 


extension of a hospitalization benefit plan. When the 
medical plan does not include benefits for certain 
professional services and the hospitalization plan does 
provide payment for services of a professional nature 
which are improperly classified as hospital services 
and payment for such services is conditioned upon 
being rendered by an employee, then there is no ques- 
tion that such a program—if offered by a corporation 
—would encourage the corporate practice of medicine. 
This would be equally true of a hospitalization pro- 
gram sold or administered independently of a medical 
benefit plan. 

“The committee is of the opinion that classification 
of professional services as hospital services is improper 
and not in the public interest. 

“In general, whenever any insurance plan or pro- 
gram underwritten by an incorporated body tends to 
dictate the methods and manner by which medical 
care is provided, such activity could be construed as 
encouraging the corporate practice of medicine. 

**Because of the foregoing and the fact that qualifi- 
cations for medical licensure and practice can be satis- 
fied only by a natural person, the committee believes 
that a distinction must be made between programs 
which purport to provide medical care and programs 
which assist in the financing of medical care. The 
committee believes that the latter is the only proper 
function of a medical care program, whether organized 
as a corporation, trust, association or partnership.” 


Profit vs. Nonprofit Plans 


Two other areas studied by this committee should 
be mentioned. These two areas involve profit vs. 
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nonprofit insurance organizations and service vs. 
indemnity plans. 

Here’s what the committee has to say about profit 
vs. nonprofit plans: 

**A great deal is spoken and written about the rela- 
tive virtues of profit and nonprofit organizations in 
the health-insurance field. With respect to this, the 
committee believes that whether a plan is professedly 
organized for profit or not seems to have little effect 
on its inherent ability to provide sound, adequate 
insurance. Nor does this characteristic exert a dis- 
cernible influence on the proper practice of medicine. 
The profit motive is the wholesome, driving force of 
private enterprise. In health care, profits developed 
out of the operation of the plan may be returned either 
to stockholder-owners in cash dividends or to policy- 
holder-subscribers as lower insurance costs or ex- 
panded benefits. Sponsors and organizers of such 
plans receive an indirect benefit from their operation 
to the degree that private practice of medicine is 
preserved. 

“The open, free, and keen competition among 
all types of voluntary health insurance is in the public 
interest. Such competition engenders experimenta- 
tion, looking toward improvement in coverage, cost, 
and availability. It stimulates widespread adoption of 
such improvements.” 

The following paragraphs cover the committee’s 
sentiments with regard to service vs. indemnity plans: 

“The relative advantages and disadvantages of 
service (full payment) and indemnity (specified 
allowances) are also discussed often and with intense 
feeling. Each type of program has certain features 
and characteristics which make it attractive for various 
reasons to different groups. With regard to this, the 
committee believes that both service and indemnity 
plans are based on insurance principles. The dis- 
tinguishing feature of the service type of plan lies in 
the contractual fee-for-service arrangements between 
the plan and the providers of the services. It is not 
impossible that similar arrangements may be made 
between indemnity plans and the providers of health 
services, thus in effect accomplishing the same result. 
Conversely, service plans employ the indemnity ap- 
proach under some circumstances and with respect 
to some benefits. 

“Insurance against the cost of health care should 
not be confused with the purchase or rendering of 
care. Indemnity and service plans both undertake at 
stipulated rates to provide certain benefits, usually 
limited by dollar amounts, under certain conditions. 
Some organizations often called insurance plans are 
in reality not risk-bearing undertakings but arrange- 
ments whereby their members employ professional 
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personnel and either contract for or own and operate 
hospitals to render covered services. The employment 
of personnel is usually on either a salary or capitation 
basis.” 

Concluding its portion of the report, the committee 
points out that insurance is a financial mechanism, a 
means rather than an end result, in the realm of health 
care financing. Calling it anything else is, in the 
committee’s opinion, grossly unrealistic. Quoting 
from the report: 

**The existence of an insurance plan cannot in and 
of itself create professional personnel nor guarantee 
the availability of health care. In the final analysis, 
only physicians, together with ancillary professional 
and technical personnel, are competent by law, edu- 
cation, and training to render such care.” 


Industry Programs 


- The Committee on Industry Programs made two 
studies based on (1) nonoccupational medical care 
programs and (2) workmen’s compensation. The 
studies are based on a 7 per cent return from almost 
3,000 questionnaires mailed to members of the 
Industrial Medical Association. 

Of 244 in-plant programs studied, almost 80 per 
cent have preventive medicine programs. Eighty-six 
of the 244 companies provide partial medical care, 
i.e., care beyond first aid. Another 24 provide compre- 
hensive care in company medical facilities. Some of 
these companies offer comprehensive care to de- 
pendents. 

The survey, however, “also brings to light acute 
problems in the relationships between the in-plant 
medical staff and general practitioners, management, 
and employees.” The methods of referring employees 
to doctors in private practice seems to be the trouble 
spot in relations with the family doctor. Direct referral 
is “not uncommon” and in some cases, the medical 
director is also a personal physician. 

Also, many general practitioners believe that occu- 
pational health programs go too far and infringe on 
private practice. These programs were also accused 
of (1) attempting to provide care for which they’re 
not equipped; (2) distributing the patient-physician 
relationship and (3) criticizing the family doctor’s 
professional abilities. 

Plant physicians counter by contending that physi- 
cians in private practice fail to maintain an objective 
approach, grant illness certificates indiscriminately 
and know too little about the etiology and diagnosis 
of occupational disease and the treatment of occu- 
pational injuries. 

The study relating to workmen’s compensation 
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(occupation disability programs) covered 201 com- 
panies and uncovered six problem areas: 

1. Administration and interpretation of the law by 
state agencies. 

2. Divergence of professional opinion on degree of 
permanent partial disability impairment. 

3. Difference of opinion between plant physician 
and attending physician on cause of disability and 
length of treatment. 

4. Lack of statutory provision and facilities for 
rehabilitation. 

5. Deterrent to on-the-job rehabilitation posed by 
supervisory personnel and union rules. 

6. Liability of employer for aggravation of pre- 
existing conditions and for disability resulting from 
degenerative diseases. 

The committee divided its conclusions into three 
segments. The first segment relates to in-plant non- 
occupational medical care programs. Here are seven 
of the committee’s 17 conclusions: 

1. Considering the fact that almost 80 per cent of 
the programs studied claim to emphasize preventive 
medicine, the low percentage of certain examinations 
actually conducted appears to raise some questions 
as to whether the objectives of occupational health 
programs are being realized. 

2. It is apparent that, in most companies, in the 
event the employee has no personal physician and is 
seeking one, his choice is often limited by the recom- 
mendations of the company representative. 

3. Less than half of the medical directors maintain 
a direct professional relationship with the family 
physician. 

4. The existence of widespread friction and mis- 
understanding is evident between the plant physician 
and the private practitioner. 

5. It is apparent that many medical directors are not 
familiar with, or attaining the objectives and fulfilling 
the goals of occupational health programs. 

6. Areas of misinterpretation and misunderstanding 
with regard to the role of the plant physician in an oc- 
cupation health program also exist among employees, 
labor and management. 

7. Some physicians in in-plant medical programs 
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appear to be engaging in activities which might lead to 
interpretations of violations of the Principles of Medi- 
cal Ethics. 

Discussing workmen’s compensation, the committee 
came up with two conclusions and a recommendation. 
The two conclusions follow (the recommendations call 
for specific statutory provisions to implement the pro- 
gram outlined below) : 

1. Workmen’s compensation was adopted originally 
to remedy inadequacies stemming from common law 
and employers’ liability statutes by providing laws 
based upon the principle of insured liability without 
regard to fault on the part of either employee or em- 
ployer. The major emphasis was, and continues un- 
fortunately today to be, on monetary satisfaction of 
liability, despite advances in professional skills, tech- 
nical knowledge and substantial alterations in political, 
social and economic concepts. 

2. Today restoration of the occupationally disabled 
to gainful activity should be the intent and responsi- 
bility of the compensation program and the legal right 
of employees. The implementation of such a program 
requires active participation by the medical profession 
from the initiation of appropriate legislation through 
the day-by-day administration of the program. 

In general, the Committee on Industry Programs 
concluded that some nonoccupational programs are 
superior, others are deficient and that the nature of 
such programs, regardless of their scope, cannot in- 
crease the quantity of health care that would otherwise 
be obtained by the employee. With respect to occupa- 
tional disability programs, the committee points out 
that deficiencies can often be attributed to third-party 
interference and “the litigious atmosphere surrounding 
even the most minor injuries.” 

GP again reminds its readers that this article simply 
highlights portions of the Commission on Medical 
Care Plans’ report. It is not intended as a summary. 
Instead, it has been prepared for the sole purpose of 
calling attention to facets of the report deemed of 
special interest to physicians in the general practice of 
medicine and surgery. It in no way constitutes an 
endorsement or an Academy reaction to the report and 
is published only for the information of GP readers. 


e 
it 
n 
e 
a 
h 
g 
d 
€ 
i 
st 
e j 
x 
e, 
of 
le 
at 
t, 
al 
al 
1- 
d 
re 
in 4 
ve a 
ly 
18 
ul- 
mn 
169 


A FEW WEEKS AGO I interviewed an editor as part of a 
small survey. 

*‘Doctors?” he asked. “I love ’em. I think they’re 
wonderful. They pulled my Jenny through a terrible 
case. And I’ll always be thankful.” 

That same day I visited another editor. The facts 
he told me didn’t surprise me particularly. But I was 
completely unprepared for the passion behind what 
he said. 

**Doctors”’! he said almost savagely. ‘“They’re jealous 
prima donnas. They’re more interested in their pres- 
tige and their fees than in helping you. Don’t talk to 
me about doctors.” 

‘All right,” I said. “But I wish you would tell me 
why you feel this way. Did something happen to you” ? 

*‘Not me,” he said. 
wife. A year ago she took 
sick. Our doctor—oh, well, 
why go into it all? He 
wouldn’t call in a consult- 
ant until it was almost too 
late. It meant months in the 
hospital. And then we got 
the bills. The hospital and 
consultant bills were big 


Woodrow Wirsig, editor of Printer's 
Ink, points out that conflicting images 
about physicians are the basis for 
many problems facing the profession 
today. 


“THE DOCTOR AND THE COMMUNITY’ 


GP is privileged to publish a series of eight articles 
on medicoeconomic problems affecting physicians today. 
Eight authorities discussed these problems 

at a recent Buffalo, N.Y., forum sponsored 

by the Erie County (N.Y.) Medical Society 

and the Wm. S. Merrell Company. 
This is the third article of the serves. 


Images of the Doctor in a Dynamic Society 


WOODROW WIRSIG 


enough. But wouldn’t you think our own doctor would 
have scaled his down a little? Not on your life. His was 
bigger than the other two. And I’m still paying for it.” 


Attitudes and Images 


Individually, these opinions don’t mean much. When 
all the interviews are put together so that an attitude, 
or image, emerges, they have much more meaning. 
They emphasize the importance of images, how they 
start and grow—and the good or harm they do. 

When different people see the same thing in many 
different ways, or have totally different images of the 
same thing, problems often arise. Today many prob- 
lems face the medical profession because of a number 
of conflicting images of the doctor in our world. 
And these conflicts, for the most part, are still un- 
resolved. 

What do I mean by image? I mean simply a concept 
that a person or group has about something. That 
doesn’t mean the image is necessarily exact or true. 
Too often an image may be far from accurate. Yet an 
image of something in the minds of people, whether 
true or false, is a fact to contend with. 

Here is an example. When I was editor of Woman's 
Home Companion, it was the fourth largest magazine 
in the world. It had a big, loyal, growing audience of 
women who recognized the authority of the material 
in the magazine. But for several fallacious reasons, the 
‘timage”’ of Companion in the minds of advertisers and 


_advertising agency people was different. They felt the 


magazine was weaker than its competitors. Because of 
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this false image, advertising was pulled from the 
magazine. As you know, it died two years ago. 

Editors feel they have a particular social responsi- 
bility. Besides informing their readers, they think they 
must guide them along the paths of progress and hap- 
pier living. They’re sure that one of the most impor- 
tant kinds of information to give readers is health and 
medical material. 

Doctors may like this. Then again they may think 
that this only gives them more problems with patients 
and their fears. But let me emphasize this: It exists. 
Furthermore, editors will continue to publish this kind 
of material. Physicians are faced with the inevitable 
situation that the press of this country will be giving 
its readers more, not less, information about health 
and medicine. 

I have my own ideas about doctors. I have three 
handsome, healthy sons. Each had difficulty being 
born. And each was saved by excellent obstetricians 
whom I will worship the rest of my life. Since then, 
my sons’ lives have been saved again by other physi- 
cians. My wife and I feel that we have the world’s best 
doctor who examines us thoroughly twice a year. What- 
ever he asks we’re glad to pay. I have written magazine 
articles for doctors’ bylines. I have collaborated with a 
doctor in writing a book. Distinguished doctors have 
written thoughtful and helpful articles for the maga- 
zines I have edited. I like and admire most doctors, as 
doctors. But I’m-not so sure how I feel about doctors 
as a group .. . as people who must constantly change 
to keep up with the dynamic changes that occur all 
over our world. 


A Changing World 


Let’s remember that our world is not static. It con- 
stantly changes. Education improves. Communications 
improve. People read and learn more. And as they 
learn, their curiosity for more information—especially 
about themselves—increases at a geometric progres- 
sion. They see science take giant strides almost every 
day. 

We have long regretted the fact that our social mores 
and psychologic attitudes lag some 50 years behind 
the developments of science. Now we find that people 
are less willing to accept this today. They want our 
social processes to catch up with scientific achieve- 
ment so that life can be richer and more rewarding. 

What is the image the doctor has of himself? Is it in 
tune with reality? Is it an accurate appraisal of his 
Status ? 

A recent AMA survey shows that many doctors “are 
deepl) affected by economic insecurity, by public hos- 
tility, hy conflicts within the profession, and by feelings 
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that they are not accurately represented by their 
leadership.” 

The doctor of today also feels that he has had to 
labor through a long, costly education and internship 
while other men his age moved swiftly through school 
and established themselves in business early. He feels 
he suffered a long period of starvation to get started 
in a profession dedicated to service. Now he feels he 
deserves a considerable return—if he can get it. 

To a great extent, the doctor is fear-ridden. He sees 
himself as being a target for attacks from government, 
politicians, pressure groups, unscrupulous patients 
and jealous doctors. He sees himself constantly being 
threatened by “socialized medicine.” 

The doctor feels that he is constantly harrassed by 
articles in newspapers, magazines and books all telling 
patients half-truths that make his own work harder. 
He believes that he’s one of the most idealistic of pro- 
fessionals. Yet he’s saddled with the excruciating re- 
sponsibilities of an inexact science. 

What is the public’s image of doctors today? Do 
people understand the doctor’s problems? Or are they 
out for all they can get? 


Survey Results 


In the first place, surveys related to this problem of 
image show that the public is ambivalent about doc- 
tors. Individually, they respect doctors’ knowledge and 
doctors as people. Millions will say, “Now there’s a 
real doctor for you. I’d have been a goner if it weren’t 
for him.” 

But collectively, the public is growing less respect- 
ful. Remember the survey by the National Opinion 
Research Center at the University of Chicago? It was 
conducted in cooperation with the Health Information 
Foundation and published in June. That study showed 
that 81 per cent of the American people—or about four 
out of five—said they have a family physician to whom 
they turn regularly when they are sick. This was re- 
ported with some pride, and rightly so. Yet when I 
quoted this figure to an editor he did some fast scrib- 
bling on a note pad. ‘“That means,” he said, “that there 
are about 33,820,000 people in this country who don’t 
have a family physician they turn to when they are 
sick.” 

An AMA survey of public attitudes not long ago said 
that “physicians have been chided for a ‘negative,’ 
do-nothing approach to proposals for health improve- 
ments, and rebuked for a cold, impersonal attitude 
toward patients. They are blamed for the high cost of 
medical care and reproached for the actions of a few 
unethical men.” 

As people become more sophisticated and learn 
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more, they resent doctors who refuse to explain what 
they do—and why. They tend to feel that doctors 
are overly concerned about fees and charge more than 
they should. They feel that medical costs are so big 
today that a person can’t afford to be ill. 

What is the image of doctors among editors today? 
Because editors think that part of their responsibility 
is to help their readers, I thought it might be interest- 
ing and perhaps useful to survey editors to find out 
how they feel about doctors today . . . and where they 


think medicine and doctors are going. This was a. 


small survey. I do not presume to present *t as defini- 
tive. But as a kind of pilot study, it may be indicative 
and worth pursuing in terms of action. 

1, The majority feel that medicine today is danger- 
ously impersonal. One editor expressed it succinctly : 
“I went to a doctor. He examined me thoroughly 
enough. Then he sped me out of his office quickly and 
without talking to me. He had two other patients un- 
dressed and waiting for him in other examining rooms.” 

Many editors receive a flood of letters from people 
who pour out their stories asking for help and sugges- 
tions of where to turn. If they had a personal relation- 
ship with a doctor they trusted, and knew as a friend 
and counselor, they wouldn’t be turning to editors. 

2. Editors tend to feel that there is an unfortunate 
multiplicity in medicine. Too many people don’t know 
how to select a doctor. Furthermore, the multiplicity of 
charitable organizations, so many of them for medical 
purposes, is confusing. As you know, New York state 
alone has 2,000 charitable organizations registered to 
solicit funds from the public. This, editors conclude, 
is self-defeating. 

3. The editors I talked to think that medical bills 
are too high. One of them pointed out, for example, 
that in 1953 over 500,000 people had medical bills as 
large or larger than their entire annual income. One 
million had medical bills amounting to more than half 
of their annual income. 

Five out of every eight people in the country carry 
some form of voluntary health insurance, but they are 
discovering that this is woefully inadequate. Two out 
of three—or 120 million people—still lack insurance 
against general medical expenses. 

The editors feel that the medical profession’s recog- 
nition of public economic problems seems to have 
fallen dangerously behind their scientific progress. 

Also, editors wonder why medical groups fight 
against comprehensive medical and health programs 
without offering some kind of an alternative that will 
work for everybody. 

They wonder why some doctors increase their fees 
if they find a patient is insured—or charge extra fees if 
they think the patient can afford it. 
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Editors also find it difficult to understand why 26 
states have passed legislation restricting prepaid group 
practice. Nor can they understand why organized 
medicine will oppose voluntary cooperative groups 
but will accept industry-subsidized medical services 
and clinics run by private physicians where other 
doctors exist on salaries. 

A number of editors pointed out that the medical 
schools in this country are in desperate need of ad- 
ditional financing. Otherwise, they can never expand 
enough to educate the increasing numbers of doctors 
this country needs. Several editors said they know 
that many doctors think that there are really enough 
physicians in this country—that they are only badly 
distributed. Yet these same editors pointed to Presi- 
dent Eisenhower’s Commission on the Health Needs 
of the Country which reported that by 1960 we will 
have a shortage of 30,000 to 45,000 doctors. 

4. Editors know that the medical profession itself is 
trying to eliminate unnecessary operations. And they 
applaud it. But they also wonder why medical associ- 
ations fail to purge their ranks of doctors who have 
been guilty of malpractice. 

Many of the editors in this survey are aware that 
there have been cases where doctors have been drop- 
ped from membership in associations for violating 
ethical provisions against advertising, publicity or 
criminal acts. But this group could not uncover a single 
instance where doctors were dropped from societies 
because of incompetence. 

Now to sum up the attitudes of editors as expressed 
to me: They feel that medicine must gear itself to cope 
with the same kind of dynamics that are making 
changes in communications, in marketing, in industry 
and business. People want to do things better in every 
way—every day. Just as they look to the government 
for help in times of recession, so they will look to the 
government for help in the face of health and medical 
hardships. 

Editors know that people no longer have to tolerate 
the bankruptcy of serious illness, nor pay the huge 
premiums of some comprehensive medical insurance 
coverage. These editors know that if a preventive 
medical program isn’t organized soon in America, a 
sub-rosa and perhaps haphazard activity will arise to 
handle it. History shows that such things always hap- 
pen. If something isn’t done to work out an adequate 
program of care at low expense when illness strikes, 
then another sub-rosa—and perhaps dangerous— 
activity will arise to take care of it. 

Editors fear that the physicians’ understanding of 
these dynamic and social changes will lag too far be- 
hind—and that they will fail to take the leadership in 
bringing about change in the proper fashion. 
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Now what can be done about these conflicting images 
of doctors in the minds of Americans today? 


Continuing Studies Needed 


I will not propose solutions so much as suggest that 
when mutual goals have been agreed upon, improved 
communication and education will sort out the falla- 
cious images and help achieve these goals. In the mean- 
time, I urge the medical profession to adopt techniques 
that will help them solve their present problems. 

First, I propose that the doctors themselves under- 
take a continuing study of their own attitudes about 
their profession. This should be a continuing study 
because attitudes are constantly changing. Any or- 
ganization that wants to understand change must 
study change constantly. This continuing study will, 
through analysis and evaluation, show doctors how 
valid their images are about themselves—and how 
they may have to adjust to a reality that is entirely 
different from their image. 

Second, I propose that the doctors undertake a con- 
tinuing study of the public’s attitude toward medicine 
... and what people want from doctors. This continu- 


ing study will constantly keep a medical finger on the 
pulse of public attitudes. Through analysis and evalu- 
ation, such a study should help doctors know where 
their real problems lie—and where corrective informa- 
tion should be communicated. And, if necessary, 
where action must be taken. 

Doctors must take the initiative in these studies, for 
the public can’t. 

Doctors must take the responsibility for leading 
society toward the kinds of changing medical service 
and relationships that will be best for everybody in- 
volved, because the public can’t. 

If the doctors won’t, then somebody else will. 

Medicine is in a golden era. Doctors stand on a new 
peak of knowledge, thanks to new techniques, the tri- 
umphs of research and their hard work and dedication 
to their profession. Even more dazzling successes are 
on the horizon. Never have men of medicine been 
more skilled. In essence, editors agree with me in this 
evaluation and are eager to transmit it to their readers. 
They only hope that the doctors will apply their 
brains and resourcefulness to solving some of the 
social and economic problems facing people today. 
Doctors can do it brilliantly if they want to. 


WHAT OTHERS ARE SAYING... 


Encroaching **. .. During the past decade or more there have been rapid and perhaps ominous changes in 
/ the accepted practices of the hospital in its relationships to medical practice. We are facing, 
on Pr ivate these days, a critical period in which it shall be decided whether the fields of diagnostic and 


— 


therapeutic medicines shall be dominated by physicians or hospitals. By ‘hospitals’ I mean, 
as stated at the beginning of these remarks, the institutionalized planning with which we are 
all familiar and which tends to make the institutions the dominant factor in the delivery of 
medical services. The trend seems to be towards some type of ‘institutionalized’ medicine 
with the hospital and the medical school as the central figures. The rapid growth of Blue 
Cross and Blue Shield plans, particularly the former, has further complicated this already 
difficult situation. Blue Cross plans serve a most useful purpose, especially where they func 
tion in conjunction with voluntary medical care plans. Their danger is their seeming willing- 
ness to provide medical services under the guise of hospital care. This is particularly true in 
the fields of anesthesiology, radiology and clinical laboratory services. 

“This growing tendency of the medical schools and hospitals to engage in the practice of 
medicine is a disturbing phenomenon. The morality of this issue is open to question. But 
aside from this, it has an evil effect on the situation of the general practitioner, whose proper 
sphere of influence in medical practice is a subject of great interest throughout the country 
today. 

**. . . The general practitioner represents a most important branch of medicine; I would 
say the most important. The increasing activities of the American Academy of General Prac- 
tice are prima facie evidence of this. It is doing much to preserve the good name of the family 
doctor and restore to him his rightful place in the over-all pattern of medical practice. 

**The most pertinent facet of this whole picture involves the integration of the general prac- 
titioner into hospital staff organization. . . .—J. STANLEY KENNEY, M.D., ““Are Hospitals In- 
creasingly Encroaching on the Private Practice of Medicine”?, Connecticut State Medical 
Journal, March, 1957, Vol. XXI, No. 3, pp. 217-218. 
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EVERYONE WILL AGREE the average doctor’s office can 
stand a lot of improvement. Most offices are makeshifts 
at best. If it is a downtown building, the space selected 
probably has definite limitations. It may have complete- 
ly satisfied the former tenant, but, for the doctor’s use, 
it usually has to be remodeled and, as with all remodel- 
ing, whether in your home or your office, you are never 
fully satisfied with the result. Since it is the best the 
doctor can do at the time, he learns to live with it re- 
gardless of its inefficiencies and shortcomings, and in 
most offices it is inefficiency which causes that five- 
o’clock fatigue rather than the number of patients the 
doctor has seen. 

This subject naturally divides itself into three parts 


—three phases which are vital to the success of any: 


practice. 


The Patient and the Office 


What does the patient ex- 
pect in his doctor’s office? 

1. He expects considera- 
tion for his comfort as well 
as his ills. This considera- 
tion can start even before 
he enters the office by 
providing him with a con- 


John R. Sedgwick is a consultant in 
individual and group medical prac- 
tice, Sears-Roebuck Foundation. 


“THE DOCTOR AND HIS OFFICE” 


GP is privileged to publish a series of eight articles 
on medicoeconomic problems affecting physicians today. 
Eight authorities discussed these problems 

at a recent Buffalo, N.Y., forum sponsored 

by the Erie County (N.Y.) Medical Society 

and The Wm. S. Merrell Company. 

This is the fourth in the series.—PUBLISHER 


Making the Doctor’s Office More Efficient 


JOHN R. SEDGWICK 


venient parking place. I admit this is difficult with a 


downtown office, but the biggest kick patients voice 
against medicine today is, ‘I have to wait too long in 
the doctor’s office before he can see me.” This was 
brought out forcibly in the survey work now being 
done by the Sears-Roebuck Foundation. This founda- 
tion, in collaboration with the AMA, is conducting 
person-to-person surveys in communities across the 
country to determine the medical need of the area, part 
of a program to encourage a better distribution of doc- 
tors. Many of those interviewed who objected to the 
waiting time added this, ‘‘When I do get in to see the 
doctor, he is so busy he rushes me through”! 

Why is it that the patient today is so time-conscious? 
Is it the tempo of the times, or is it because his car is 
parked on the street beside a busy parking meter? It 
may be the latter. 

Since the main gripe against medicine today is that 
of having to wait too long to see the doctor, anything a 
doctor can do to counterbalance this is just so much to 
the good. I know a doctor who has his receptionist 
note the time of arrival of each patient. This is delivered 
to him on a slip attached to the patient’s medical rec- 
ord. If there was any delay in seeing the patient, the 
doctor apologizes for the delay and explains the cause. 
This is not only excellent public relations but just plain 
common courtesy. 

Another thing which disturbs the patient is to walk 
into his doctor’s office and find every chair in the wait- 
ing room occupied. He has to stand until someone 
leaves for the “inner sanctum.” This is not an uncom- 
mon occurrence in many offices today. Some doctors 
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believe a crowded waiting room gives the impression of 


popularity. It does not. It gives the impression of in- 
efficiency and lack of consideration for the patients. 
Too many offices have too small a waiting room. While 
the doctor’s practice has grown, the size of his waiting 
room has remained static. 

Many doctors are apparently not aware of this. They 
enter and leave the office by the back door and they 
never see their waiting rooms during the busy hours for 
weeks on end. If these doctors would take a few min- 
utes to inspect the outer office, especially when they are 
busiest, what they would see would surprise them. 

But consideration for the patient’s comfort should 
not be limited to the waiting room. It should be in the 
other rooms as well. To be escorted into an examining 
room, told to disrobe and wait for the doctor only to 
find there is no place to put your clothes except on the 
only chair in the room is frustrating. The chair usually 
isn’t too inviting anyway. Generally, it’s one of those 
white enameled things with a cold metal seat. The only 
other place to sit down is on the examining table, and 
that can get mighty uncomfortable after a few minutes. 
A comfortable chair, a clothes rack, fiber glass drapes 
at the window and soft pastel colors can do wonders 
for an examining room. And it is surprising what little 
things will do. A doctor told me when he started sup- 
plying his office patients with robes, disposable combs 


and paper slippers, it caused more favorable comment 
| around town than did the installation of his new ex- 


pensive x-rays. 


The Staff Employee and the Office 


Just who is the staff employee and what does she do? 
Frequently she has had no previous office experience. 
Her education usually is high school plus a few months 
of business college or, she may have been a hospital 
nurse who is interested in office work. Regardless of 
past experience or background, she must be trained 
and trained thoroughly in the specific routine of the 
office. 

Too many doctors, especially those who consider 
the business side of their practice merely a necessary 
evil, hire an aide, heave a great sigh of relief and say, 
“Now go to work.” Even if the applicant has had pre- 
vious experience in a doctor’s office, it doesn’t exempt 
her from the need of training. Sometimes such a person 
has more to unlearn than to learn. The job of training 
an aide in her duties is a necessary and an important 
duty of the doctor himself, for the doctor knows best 
what he wants. Also, any time so spent pays excellent 
dividends in a smoothly running office. 

Iam frequently asked, “How many girls should a 
doctor have on his office staff?” I can only answer, “It 
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all depends on the doctor. If adding an employee wiil 
relieve the doctor from some of his worries and permit 
him more time with his patients, then it is worth while. 
Otherwise it isn’t.”” From observation of many offices, 
I would say the average doctor’s office is considerably 
understaffed, rather than overstaffed. 

After the doctor achieves a smooth running office 
staff, it is a great temptation to turn the responsibility 
over to someone and to concentrate his efforts exclu- 
sively on therapy. If the employee is able to carry the 
load, give her the responsibility, but remember this— 
even responsibility must be supervised—and super- 
vision is the doctor’s duty. I have seen offices in which 
the physician has divorced himself completely from 
the mundane operation of his office. Someone on his 


_ staff takes care of that while he lives his professional 


life, just seeing patients and banking a monthly check. 
But such a life is too good—it is too dangerous. 

A special auditor with the Bureau of Internal Rev- 
enue said recently that in all classes of business and 
professions, there is more embezzling going on in doc- 
tors’ offices than in any other class. This isn’t because 
doctors hire more crooks than other people, but they 
make more crooks from what would otherwise be 
honest employees. 

Embezzlement is seldom premeditated. Over 90 
per cent of the convictions for embezzlement in our 
courts started out quite harmlessly and it is surprising 
how frequently it follows the same format. The em- 
ployee finds herself broke and borrows from the till 
until payday. When payday comes along she pays it 
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A crowded waiting room gives the impression of inefficiency and lack 
of consideration. It does not, as some doctors believe, give the im- 
pression of popularity. 
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An examining room with only one chair and no place to hang clothes 
is both frustrating and uncomfortable for the patient. 


back and no one is the wiser. The next time she is 
broke she does the same thing, only this time she 
“borrows” a little more. The more she “borrows” and 
pays back, the more broke she is. This goes on until 
her paycheck doesn’t cover what she has “borrowed.” 
Then she is in real trouble. It was that first temptation 
to dip into the till that caused her downfall. 

Not too long ago I did a job for four doctors in 
group practice and suggested that they install a mod- 
ern bookkeeping system. When they asked how much 
it would cost I said, “From $1,000 to $1,500.”” With 
that they threw up their hands and said they just 
couldn’t afford it. I told them that if I were their book- 
keeper, I knew of six different ways I could steal them 
blind and they would never know it. I also added that 
if I were on a jury and a case of embezzlement came up 
where the employer had placed as much temptation 
before the employee as the doctors placed before their 
bookkeeper, I would consider the employer equally as 
guilty as the employee. 

The doctors decided to put in the new system. When 
the auditor was setting up the new books, he found 
that the two girls in the front office had taken the doc- 
tors for over $10,000 over the last five years. 

How can doctors eliminate this temptation to dip 
into the till? In an office where one person takes in the 
cash, writes the receipts, does the bookkeeping, de- 
posits the money and is responsible for all the other 
duties—everything that has to do with the money—I 
admit it is difficult to devise a system that is theft proof, 
but if doctors will do the following, it will greatly re- 
duce the temptation to take that first fatal step. 

1, Pay more attention to the business side of your 
practice. 
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2. Pay your employees adequate wages. In many 
offices wages are substandard. 

3. Have your books audited at least once a year, with 
spot checks from time to time. 

4, Have every employee who has anything to do 
with money covered with a surety bond. 

5. Bank your receipts every day. 

6. Have a modern bookkeeping system where entries 
can be checked and double checked. 

If this is done the employee will think twice before 
**borrowing” that first few dollars. 


The Doctor and His Office 


Every doctor should take time off and look at his 
office objectively. With a notebook in hand he should 
go over every room and look at it as if he were seeing 
it for the first time. Every doctor, in the back of his 
mind, has a picture of his “ideal” office, and the job 
is to compare his actual office with his “ideal.” If it 
does not compare favorably, something is wrong. 

A. The waiting room: 

1. Is it clean ? (Patients expect their doctor’s 
office to be immaculate.) 

2. Is it light, cheerful and airy? 

3. Is it warm in winter and cool in summer? 

4. Is it large enough? 

5. Are the chairs comfortable, not too close 
together? (Patients do not expect complete pri- 
vacy in a doctor’s waiting room, but they do 
appreciate a chair arrangement which assures as 
much privacy as possible.) 

6. Is the receptionist’s desk so located that 
she can talk with a patient without being over- 
heard by others—but still near the front door 
where she can greet patients on entering? If she 
is in sight of the waiting patients they will be 
more content to wait. They will not worry over 
the possibility of being overlooked. 

Nothing is quite as bad as talking to the 
receptionist through a small hole in a frosted 
pane of glass. 

. The halls: 

1. Are they wide enough for two people to 
pass without crowding ? 

2. Does the platform of the scales stick out, 
inviting an accident? 

3. Are chairs, tables and cabinets cluttering 
the halls? 

1. The consultation room: 

1. Does the atmosphere encourage confidence 
and confidences? Does the doctor talk to the 
patient across a large desk—or is the patient's 
chair to one side? The tendency today is to 
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minimize the need for the desk. In some of our 
modern consultation rooms, the desk has dis- 
appeared completely. In its stead is a grouping 
of comfortable furniture with the appearance of a 
quiet club room or a room at home. Thus the 
room becomes what the name actually implies— 
a consultation room. 
. The examining room: 

This is the doctor’s “workshop.” It should 
be the most efficient room in his office. Frequently 
it is just the opposite. The examining room 
should be tailor-made to the doctor’s needs and 
manner of working. Because of this it is impossi- 
ble to make any generalities as to its improve- 
ment, but in each case, regardless of the doctor, 
certain things should be checked. 

Are instruments and supplies within easy reach with- 
out having to bend or squat? I know a doctor who had 
an efficiency engineer study the routine activities in 
his office and it was found over half of the doctor’s 
effort was unnecessary. This does not mean that all 
doctors should hire efficiency engineers—but there is 
no reason why a doctor cannot do a little efficiency 
engineering on his own. In his work he should be con- 
stantly asking himself, ‘Is this the right way to do it? 
Can’t this be more conveniently placed?” or “Are 
these steps necessary ?”’ By eliminating wasted effort, 
more patients can be seen: without giving them the 
impression they are “rushed through.” 


The Business Side of a Practice 


A doctor told me he had so much trouble with his 
business office he was tempted to throw out the whole 
thing and, in its stead, put a barrel at the front door 
with a sign reading “Put it here.”’ It would be an inter- 
esting experiment. 


Many doctors have trouble with their business offices 
because they relegate them to the role of a “stepchild.” 
They are a sort of Topsy that “just grows.” 

Invariably, an inefficient business office in a doctor’s 
setup means a combination of: 

1. Personnel inadequate in both intelligence and 
number. 

2. Lack of sufficient space. 

3. Old-fashioned business methods, systems and 
equipment. 

4. Lack of supervision by the doctor. 

5. Low employee morale. 

This is a big subject. If the doctor does not care to 
give his front office the supervision it needs, the next 
best thing is to turn over the job to one of the many 
professional management organizations located across 
the country. For a fee (usually compensated for by the 
increased collections) doctors can be relieved of this 
bother. The rapid increase in the number of such 
organizations in the last five years certainly proves they 
must be filling a need. 

Since the last war we have seen a tremendous migra- 
tion from the cities to the suburbs and small surround- 
ing towns. This has encouraged many doctors to aban- 
don their downtown location and build new offices 
where they were not cramped for room. This has re- 
sulted in almost a renaissance in medical office archi- 
tecture. It opens up an entirely new field of thought, 
ideas and opportunities for a better office life. 

But regardless of all efficiencies, the practice of med- 
icine will always remain a human thing, dealing with 
human ills and weaknesses. Because of this, there is 
no danger whatsoever of a doctor’s office ever becom- 
ing a machine. 

It will always have its troubles, personnel difficulties 
and differences, but, thank God, it will always be 
interesting. 


1958 
—A Measles Year 


THis HAS BEEN a measles year, the National Office of Vital Statistics reports. More than 740,000 
cases were recorded during the “seasonal” year, which ended September 1. 
That number is 340,000 more than were counted last year and 170,000 more than the 


median number of the four preceding years. 

Dr. C. C. Dauer, who disclosed the figures, pointed out the federal agency receives reports 
on only 20 per cent of the cases. An estimated 3.7 million persons had measles. Millions more 
had German measles, not included in the reports. 

The years 1952 and 1954 were also “measles years,” but this year’s rate tops them both. 
The high birth ratés of the last ten years has provided a large number of susceptible children. 

The epidemic this year was in the eastern section of the country. The high population 
concentration there runs up the total incidence during a heavy outbreak. 

Since infection to measles gives lifetime immunity, this area will probably have fewer 
measles cases for two or three years. 


GP Nay 1959 


177 


Ly 
th 
lo 
es 
re oa 
Lis 
ld 
ng 
is 
r’s 
do 
as 
hat 
er- 
she 
be 
ver 
the 
ted 
ut, 
ing 
nce 
the a 
nt’s 
; to 
= 


Should the one-year rotating internship be replaced 


by a two-year residency? 


(This question assumes that the student plans 
to enter general practice.) 


In this issue, GP presents a new question-and-answer 
feature. From time to time, Academy members 

and other physicians will be asked to give their opinions 
on new ideas or problems affecting 

the medical profession.—PUBLISHER 


Yes. The advances in medical knowledge today seem 
to require much more training for general practice 
than were required even ten years ago. It would seem 
practically impossible to gain any workable knowledge 
in any of the specialties in less than eight to 12 weeks 
during rotation. I know of no general practitioner who 
doesn’t regret spending more time serving his intern- 
ship, and who, if he had to do it over again, wouldn’t 
serve at least a two-years’ minimum. The demands 
made of a general practitioner today are far greater 
than they have ever been in the face of expanding 
knowledge in all the specialties. Furthermore, the 
public is today trained to expect more of their general 
practitioners by virtue of their gleanings in the lay and 
semiprofessional literature.— Leo A. ZUCKERMAN, M.D., 
Miami, Fla. 


No. Some students are more adept after one year than 
others after many; however, the young men of today 
probably need the extra time and training for experi- 
ence with people as well as professionally. Some one- 
year internships are worth two years in others. The prob- 
lem of decision here would be unwieldy and for this 
reason, two-years’ training for all general practitioners 
is no doubt the answer at the present time.— Copy Ray, 
M.D., Pawhuska, Okla. 
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Yes. It will give the intern more stability with a prac- 
tical background in all fields, resulting in fewer mis- 
takes and better patient care. The young doctor will 
also have a better knowledge of the psychology of the 
practice of medicine, and fewer men will leave general 
practice after a few years for further specialty training. 
—James B. Fraser, M.p., Des Moines, Ia. 


Yes. If a change is made in the length of basic hospital 
training after medical school graduation, it should 
apply to all graduates, whether they plan to enter 
general or special practice. We must carefully and 
honestly weigh our motives for increasing this basic 
training time to two years. The first effect of such a 
change would be to provide the hospitals with twice as 
many interns and stop the mad scramble of the “Match- 
ing Plan.” If this result, convenient and desirable as it 
is from the attending staff’s point of view, looms large 
as we make this examination, then the other desirable 
ends of such a change will not be fully attained. — 
BERNARD P. Harpote, M.D., Portland, Ore. 


No. The residency, and, to a lesser extent, the one-year 
rotating internship teach hospital medical practice, 
which is often quite different from the private general 
practice of medicine. I think a one-year rotating intern- 
ship, followed by one or two years of preceptor-type 
training, would be more appropriate.—Joun H. 
Scott, M.D., Paso Robles, Calif. 


Yes. In my opinion, a two-year residency should replace 
the one-year rotating internship, just as the model-T is 
replaced by the Thunderbird. The internship plan 
seems to puzzle a serious student. He either is a physical 
workhorse with routine, who neglects studying, or if he 
attempts to be a student, he quickly picks up a reputa- 
tion for being lazy. In this new plan, he could be a 
gentleman and a student, prepared to compete with 
specialists. He would have more confidence and so 
much courage. We need more students of medicine, 
so why not a two-year residency ?— Joseru F. 
LAWSKI, M.D., Forty-Fort, Pa. 


No. After a one-year rotating internship, many students 
cannot afford another year of pay at that level. The 
one-year plan should be retained, but a two-year 
general practice residency could certainly be an 
alternate.—Carr. James A. Appison, (mc) usn, Wash- 
ington, D.C. 


No. I feel a one-year internship is sufficient. After that, 
the young doctor should go into general practice. 
Hospital care of the patient is so different from the 
problems of general practice that he must go out on 
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his own to find out what he lacks. After a year or two 
of practice, if the young practitioner feels he is in- 
adequately trained, he can do one of two things. He can 
go back and take a general residency or he can sup- 
plement his training with postgraduate courses. 

In my own training, I took a year’s residency after 
several years of general practice. I felt that during my 
residency my ability to comprehend and grasp material 
was far superior than it had been as an intern. It seems 
that in my interim of general practice, | had discovered 
what I did not know. I feel this was much better than a 
two-year residency would have been.— ANTHONY 
Meryt Grasse, M.D., Calico Rock, Ark. 


Neither. A one-year rotating internship is too brief a 
time for adequate preparation for general practice. A 
residency—even a two-year one—would give too 
limited a training. Any general practice training should 
include at least one year of rotating service, with at 
least one year devoted to internal medicine, pediatrics, 
ENT and office gynecology. Even a second year of this 
latter specialized training would not be too much.— 
Joun W. Row.incson, M.D., Fayetteville, N.Y. 


Neither. A student planning to enter general practice 
should have at least a two-year rotating internship. 
This internship should consist of three months of pre- 
liminary medicine and three months preliminary sur- 
gery followed by two-month periods of various special- 
ties. It should conclude with three months of ad- 
vanced medicine and three months of advanced 
surgery. In the event the student is interested in one 
particular phase of medicine, he can then apply for an 
additional period of six months or a year in this field. 
This period of internship is necessary today with the 
wider range of knowledge required in general practice. 
[t is also my opinion that more emphasis should be 
placed on obtaining a good history and performing an 
adequate physical diagnosis and less on multiple 
laboratory procedures. The economics of general prac- 
tice do not allow for the multiple laboratory procedures 
so much in vogue in most hospitals and government 
institutions. —Eart Herron, M.D., Chicago, Ill. 


No. | see nothing to be gained by repetition, assuming 
the one-year rotating internship to be well-planned and 
guided with a definite emphasis on teaching. Hospitals 
and hospital staffs continue to show too much tendency 
to merely use an intern for their own advantage. Two 
years might make this situation worse. An additional 
year of active practice in the office of a good general 
practitioner would be of greater training value to the 
young doctor.—Myron T. McCormack, m.p., Mil- 
waukec, Wis. 
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Yes. A two-year general practice residency with ade- 
quate time spent on the several specialties would 
better prepare one for general practice. It would be 
impossible to obtain sufficient training in all branches. 
The student should be properly briefed concerning 
postgraduate education which will enable him to con- 
centrate on special interests.—Ervin E. Appy, Jr., 
M.D., Cisco, Tex. 


Yes. Unquestionably the one-year rotating internship 
should be replaced by a two-year general practice 
residency. This should be carried out by slow integra- 
tion as more and more general practice residencies be- 
come available. The complexity of medicine has in- 
creased to a point where a good general practice 
residency should become a minimum requirement for 
the general practice of medicine—particularly since 
general practitioners want and need hospital staff con- 
nections. It is up to us as AAGP members to keep our 
own skirts as medically educationally clean as possible, 
and incidentally, to keep malpractice insurance rates 
down and the general American public satisfied with 
the private practice of medicine as it is.—Rocer W. 
Mann, M.D., Jeffersonville, Vt. 


No. I believe the rotating internship is the first oppor- 
tunity a young physician has to realize what constitutes 
the practice of medicine. I do not believe he can in- 
telligently choose general practice or a specialty with- 
out this experience. I believe every graduate should be 
required to take one year of rotating internship and that 
all straight internships should be eliminated. If all 
graduates were given a better opportunity to discover 
what a satisfying experience the general practice of 
medicine can be, I’m sure we would have many more 
general practitioners.—Rosert G. OLson, M.D., Sioux 
Falls, S.D. 


No. I believe a doctor preparing for general practice 
should have a one-year rotating internship followed by 
a general practice residency because I am afraid a two- 
year residency replacing the internship would be 
treated as a two-year rotating internship. There are 
certain advantages in being “promoted” to a resident 
—further responsibility and the opportunity to deal 
with and learn about more intricate problems. A 
resident also has more latitude in arranging a schedule 
to follow his particular interests or to get training not 
offered during internship.—E.uorr D. Turnsutt, 
M.D., Portland, Me. 


No. I do not feel that the advantages derived as a result 
of this change would outweigh the disadvantages of 
adding another year to an already long education. The 
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length of education now is a deterrent to some potential 
medical students. In addition, unless stipends are 
raised and more actual teaching provided, I do not 
believe the added year would be desirable. Frequently, 
I am afraid the internship period is an exploitation of 
the intern and not a true training period. I realize, of 
course, that this hardly applies to all hospitals, yet a 
full teaching program should be instituted before a 
mandatory lengthening of the service is.—CHar.Es F. 
St. JOHN, 11, M.D., Anchorage, Alaska 


Yes. The present-day internships do not have the train- 
ing value which they had formerly because so much 
work has been transferred to residency programs. Also, 
more “extern” or hospital work could be put in the 
medical school period. I feel a minimum program of 
two years is necessary for the present-day general 
practitioner.— J. Witt, M.p., Jackson, Miss. 


No. I feel the one-year rotating service serves the pur- 
pose of acclimating the physician and allows him more 
opportunity to select his field for future study, whether 
that be in the generalist field or a specialty of his choos- 
ing. Many men are opinionated when they finish medi- 
cal school, but change on contact with actual participa- 
tion in certain fields, fields opened to them in the ro- 
tating service.—Hartan T. Hicu, m.p., Devils Slide, 
Utah. 


Yes. I feel that a minimum of two years is necessary for 
a working knowledge of the various branches of medi- 
cine. More stress should be placed on diagnosis, gen- 
eral medicine, psychiatry and obstetrics. The general 
practitioner should have ample training in minor sur- 
gery, pediatrics, dermatology and x-ray interpretation, 
with additional instruction in medical economics and 
human relationships. People want personalized medi- 
cine—not an assembly-type practice.—Cuaries T. 
Brown, M.D., Guyton, Ga. 


No. I believe one cannot choose to do general practice 
without having had some type of rotating internship as 
a basis. However, rotating internships could be length- 
ened or improved upon, as many hospitals have a defi- 


cient rotating system. Sometimes they leave out certain 
specialties altogether. A general practice residency 
after the internship has the added advantage of repeti- 
tion which helps clarify things not understood earlier 
and helps retain other things which may have been for- 
gotten.— Ramon DE LA Maprip, M.D., San Francisco, 


Calif. 


Yes. I feel that, although in the past, one year was ade- 
quate, a minimum of two years is now necessary for the 
well-prepared general practitioner. May I note that if 
medical schools were not so engrossed in the bizarre 
and rare, and taught the practice of medicine pri- 
marily, our new doctors would be better prepared. 


—R. G. McALusTer, M.D., Richmond, Va. 


No. Hospital practice, even in the best general practice 
residencies, is no substitute for practical experience 
that could be guaranteed by preceptorship training 
which would include office practice and house calls in 
addition to hospital practice. Hospital practice in a 
small community is in no way comparable to practice 
in a teaching hospital. More management should be 
spent in teaching the management of the common 
medical and surgical emergencies rather than the un- 
usual, with sufficient emphasis on common traumatic 
problems.— M. E. SpEEtMAN, M.D., Willcox, Ariz. 
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Holland T. Jackson, M.D., immediate past president 
of the Academy, was guest speaker 

at the South Carolina chapter’s annual meeting. 

His speech, outlining educational problems 

of general practice, appears below.— PUBLISHER. 


Tonicut I would like to spend a few minutes with 
you on the relationship of medical education of family 
physicians. Specifically I’m concerned about the 
educational problems created by the rapid progress 
we see each year in modern medicine. For the most 
part, this trouble is rooted in educational methods that 
lag behind the dynamic surge of medical advance. 

It is only natural that progress will beget problems. I 
think you will agree that one of the most important 
factors in the founding of the American Academy of 
General Practice was the need for continued education 
at the postgraduate level. It was a challenge—one 
that I believe has been well met. Similarly, a con- 
tinuing Academy aim is to be constantly on the alert 
for approaching problems—to anticipate them—and 
to act before a situation develops. 

We all know that the more we learn about saving 
lives and about new ways to treat human illness, the 
more difficult it becomes to educate family doctors. 
There was a time, not too many years ago, when a 
man could complete an education by struggling 
through the right books, listening to some instructive 
lectures and having enough self-confidence. This era 
ended when doctors stopped using herb medicines 
and learned that the human body is a complicated 
piece of machinery. 

At about the same time, medical education stopped 
being a hit-or-miss experience. We began to weed out 
the charlatans and fly-by-night cultists. We realized 
that a doctor needs years of intensive training and 
that he can never hope to know everything about the 
delicate arts of diagnosis and therapy. Some of the 
more enlightened educators even began to talk about 
preventive medicine. 
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Problems in Education for General Practice 


HOLLAND T. JACKSON, M.D. 


Internship a Block in Continuity 


Since that era, medicine has made fantastic progress. 


‘Many of you had front-row seats and have been 


privileged to watch this miracle. What once con- 
stituted medical learning for a father is now inadequate 
for his son. In particular, today’s spotlight is on 
graduate education and the internship. As each medical 
advance is recorded, the internship becomes a greater 
block in the continuity of an. educational program. 
It’s caught in a squeeze from progress in training 
methods at both the undergraduate and graduate levels. 

Twenty years ago, the internship was a perfect 
vehicle to provide the basic experience needed to sup- 
plement the academic climate of the medical school. 
Nowadays, the medical student is introduced to 
clinical work as a clerk in his third year of under- 
graduate study. In this capacity, he experiences. the 
same elementary procedures that gave value to the 
internship. 

At the graduate end of the scale, the general practice 
residency more than pre-empts the remaining value of 
interning. 

Along with many Academy members who have 
spent countless hours studying the problem, I believe 
the logical solution is to combine the present under- 
graduate program with a two-year graduate residency. 
This single step would provide continuity in the 
education of tomorrow’s family physician. 

You may ask why not keep the internship and add 
the residency? My answer is for you to picture your- 
self as today’s student preparing for general practice. 
As a clerk he is introduced to clinical work. He 
enters an internship—finds himself at the bottom of 
the ladder—and begins again. Is it any wonder that 
it is difficult to induce him to spend two additional 
years in a residency? For the third time he is faced 
with the necessity of starting over. Combine this with 
the fact that almost every graduate must complete two 
or more years of military service and it becomes obvious 
that such a program has little appeal. It’s far easier 
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for the young doctor to enter practice, even if he 
would prefer to have the advantage of a residency. 


Advantages of a Two-Year Residency 


On the other hand, here are some advantages offered 
by a two-year general practice residency when com- 
bined with four years of undergraduate work. 

1, The residency offers a program designed to fit 
the demands of medicine in 1959, not 1932. 

2. It allows the young physician a chance to grow 
in both responsibility and status as he learns. 

3. Practicing as a hospital resident gives the modern 
graduate a needed opportunity to prove his ability. 
Once this is done, it is more likely that he will have 
the hospital facilities available to him when he enters 


private practice. Practice in a hospital provides as- . 


sociations with other physicians and an opportunity 
for study and for consultation with more skilled or 
experienced colleagues. All these factors are essential 
to continued advancement in the art and science of 
good medical practice. What would this residency 
program include? 

At least three Academy commissions and com- 
mittees are vitally interested in this question. The 
newest of these groups is the Committee on Minimum 
Uniform Standards of Education for General Practice, 
better known as the ‘“MUSE” Committee. Members of 
this committee include the chairmen of three com- 
missions: 

1. The Commission on Hospitals. 

2. The Commission on Education. 

3. The Commission on Membership and Credentials. 
The Academy’s representative on the General Practice 
Residency Review Committee is also one of the nine 
MUSE members. Others include Academy representa- 
tives to the AMA’s Committee on Preparation for 
General Practice. 

These men, with their combined knowledge, ex- 
perience and study, offer the following recommen- 
dations: 

The first year of a two-year residency should re- 
place the internship. This experience would be 
educationally superior and would start as soon as the 
graduate receives his medical degree. The residency 
would conform with the Essentials of Approved Resi- 
dencies and Fellowships published by the AMA’s 
Council on Medical Education and Hospitals. 

The first year of this residency should stress the 
diagnostic, therapeutic, psychiatric, preventive and 
rehabilitative aspects of general medicine and pediat- 
rics. This would give the young doctor a base for 
further graduate training if he decided to specialize. 
The training received would be acceptable to all 
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specialty boards and licensing agencies. Consideralie 
emphasis would be placed on treating ambulatory 
patients. 

The second year of the residency would provide 
four months of training in obstetrics and gynecology 
and four months of surgical training. The remaining 
four months would be left open for electives. If the 
general practice resident wants to do major surgery 
or handle the more complicated obstetric cases, he 
would need additional graduate training. However, 
the two-year residency would enable him to do minor 
and emergency surgery. 

During these two years, the general practice resident 
would spend a considerable amount of time in the 
hospital emergency room. His surgical training would 
emphasize diagnosis as well as preoperative and post- 
operative care. Every surgeon should be qualified and 
prepared to handle the pre- and postoperative care 
of his patient. 

For a moment Id like to depart from the MUSE 
Committee sentiments and highlight a few personal 
convictions. It might be that four additional months of 
surgical training could replace the four elective 
months. With eight months of training, the resident 
should be qualified to do limited major surgery. He 
could then go into practice and be given an op- 
portunity to prove his ability and work into a surgical 
training sponsorship plan. 


Other Groups Recognize Problem 


The Academy is not alone in its awareness of the 
growing problems in education for general practice. 
There are many examples of others who see the 
growing need for changes in the educational structure 
to meet the enlarged demands of medical knowledge. 

For example, look at the medical schools. Last year, 
31 schools conducted special programs to give the 
student actual experience in clinical practice under 
supervision. Included were preceptorships with general 
practitioners, general medical clinics and family care 
programs. More than one-half of the medical schools 
in the United States include family physicians on their 
teaching staff. This could be increased if there were 
more qualified general practitioners interested and 
willing to devote time to instructing and supervising 
students. Academy members have a_ tremendous 
responsibility to lead the way toward even greater 
participation. 

Look at organized medicine. Through the combined 
action of the Academy and the American Medical 
Association, the “Essentials of an Approved General 
Practice Residency” have been revised and expanded. 
A special residency review committee also has been 
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established with representatives from the Academy 


and the AMA’s Council on Medical Education and 
Hospitals. 

The record speaks well, too, for hospitals and 
students planning to enter general medicine. There 
has been a steady increase in the number of programs 
and the quality of residencies. In 1955 there were 168 


hospitals offering 638 positions in approved general 


practice residencies. Last year this number was up to 
204 hospitals and 802 approved positions. Today, 
approximately 70 per cent of these positions are 
filled. Three years ago only 55 per cent were used. 

Another indication of the increased interest in 
graduate training is the growing number of applicants 
for the Academy’s Mead Johnson Awards. In the 
past, a grant made available by Mead Johnson & 
Company was presented to ten outstanding young men 
as assistance toward the completion of a general 
practice residency. So great was the interest last 
year that the 1959 grant will make it possible for the 
Academy to provide financial aid to 20 young phy- 
sicians during their graduate training period. 

I think you will agree that these examples all 
point to a trend away from the internship. 

I mentioned earlier that residencies provide a 
needed continuity to education. With this in mind, I 
also strongly endorse an in-hospital sponsorship 
program designed to further supplement the phy- 
sician’s education. Not only should the doctor have 
an opportunity to demonstrate his abilities and skills, 
he should have a chance to improve himself pro- 
fessionally. 

Sponsorship programs should give the younger 
staff member the benefits that go with experience 
and can be readily passed along. The programs should 
be designed to let the staff evaluate the applicant’s 
previous graduate work and offer additional training 
as a result of practicing under the guidance and 
direction of senior staff members. Through the close 
association inherent in this type of program, the 
sponsor can advantageously not only determine the 
technical ability, but the clinical judgment, professional 
maturity and ethical and moral responsibility ex- 
hibited by the young doctor. 

And there is an additional advantage—a most im- 
portant one. No time limits and rules automatically 
determine when a man becomes proficient. No patent 
formula steps in the way to say that this graduate is 
not qualified to handle a procedure today that he 
will be qualified to handle tomorrow. Judgment is 
based on individual ability. 

| do not like to build castles in the air. I am keenly 
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aware that there are many difficulties encountered in 
the establishment of working sponsorship programs. 
Many will argue that it is not practical for the qualified, 
finished doctor—the doctor who has spent time and 

money for his know-how—to sponsor a program wah 
will increase competition. 

I think the AMA placement bureau figures on 
available openings for general practitioners aptly 
answer the question of competition. Today there are 
two positions waiting for each family physician seeking 
a location. 

As far as offering help to another, that is a question 
each among you must settle for himself. Look back 
over your own career and I’m sure you can think of 
several who extended their fund of experience and 
knowledge to you when it was most needed. 

The thought I have just expressed is equally 
applicable to preceptorship programs. I would like to 
elaborate on this important area. The preceptorship 
is a living link between medical school and the practice 
of medicine. It’s an invaluable part of the doctor’s 
total education. Only in-the-field programs let the 
young physician compare general practice with the 
many specialties. For the first time, he sees the pa- 
tient as a person and as a living, breathing organism. 

The key to the successful program is the preceptor. 
He must be a teacher, counselor and friend. He must 
want to learn as well as teach. He will at times find it 
difficult to keep ahead of his student who comes filled 
with new educational concepts and the latest his 
professors have to offer. This is a challenge but it is 
also a deeply rewarding experience. In a few weeks or 
months, the student learns that a doctor must be 
more than a competent clinician. He learns that 
medicine is more than a science or technique. I 
think that the planned preceptorship is one of the 
most important parts of the doctor’s education. 

I conclude with the hope that each of you here to- 
night will be more than just aware of problems con- 
fronting us in medical education. As physicians you 
have a challenge to take active parts in preceptorship 
or sponsorship programs. As members of hospital 
medical staffs you can work toward establishing the 
general practice residency in the place of outdated 
internships. Keep up with the times. Prepare a positive 
program and you will have earned the respect of the 
profession and the public. This is a problem that can 
only be solved by the continued determination on the 
part of all physicians. We can’t eliminate it by hiring 
a high-priced public relations agency. It’s a problem 
that was born in our offices, medical schools and hos- 
pitals and it must be solved in these same atmospheres. 
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Annual Report of the Commission 
on Legislation and Public Policy 
1958 -1959 


Presented to the Congress of Delegates 
at the Eleventh Annual Assembly 
in San Francisco, April 4, 1959 


Tue Academy’s Commission on Legislation and Public 
Policy is taking an increasingly active part in programs 
and policies of interest to members and of perhaps 
equal interest to all physicians in the general practice 
of medicine and surgery. As all of organized medicine 
becomes more interested in legislation and public re- 
lations, this commission will be required to consider 
new problems and areas of endeavor. 

In the interest of a united front, it will of course 
always be important to work closely with the American 
Medical Association. However, members of your com- 
mission recognize that the Academy is no longer a 
struggling infant and a willingness to accept certain 
responsibilities must always accompany maturity and 
growth. Today, many members serve on top-level ad- 
visory and policy committees and the Academy often 
speaks for all physicians in general practice. Your 
commission welcomes these new responsibilities and 
pledges a dedicated effort to expeditiously carry out 
the instructions of the Congress of Delegates and the 
Board of Directors. 

Commission deliberations involve three general 
areas. The first of these areas embraces legislation of 
immediate or long-range interest to the medical pro- 
fession. Such legislative matters are usually national in 
scope but the commission also strives to keep an eye on 
smaller segments of the legislative vista. This report 
will subsequently present a more detailed discussion 
of this particular facet. 

The second area concerns public policy and liaison 
with state and national medical associations and vol- 
untary health agencies. These organizations plan pro- 
grams of continuing interest to the Academy and it is 
imperative that close contact be maintained. 
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The third area is public relations. For obvious |ud- 
getary reasons, it is not possible to launch progranis of 
the same magnitude as those of the AMA but the com- 
mission does believe that the Academy can continue to 
effectively supplement these programs, putting special 
emphasis on the functions of the family physician. 

Subsequent portions of this report will cover, in 
more detail, each of these three areas. 


Legislation 


The 85th Congress adjourned August 24, 1958, 
after considering approximately 700 bills of direct in- 
terest to the medical profession. The 84th Congress 
considered only 571 bills of a similar nature. Of the 700 
bills considered, 15 were enacted. Only one of these 
enacted bills (HR 11414) was opposed by the AMA. 
This bill, which provided annual federal grants of $1 
million to schools of public health, was later amended 
by the Senate to restrict the use of these subsidies. 
Seven other bills were actively supported or endorsed 


by the AMA. 


Tue Foranp Bu 


HR 9467 proposed an amendment to Title II of the 
Social Security Act. This amendment was intended to 
provide specified amounts of free hospital, surgical, 
dental and nursing home care for the more than 12 mil- 
lion OASI beneficiaries. Although the bill was dis- 
cussed in general hearings on social security, no action 
was taken prior to the date of adjournment. 

Similar legislation has already been introduced in 
the 86th Congress. A compulsory health insurance 
plan is high on the AFL-CIO’s legislative priority list. 
Once passed, the bill could be steadily amended to in- 
clude all persons who contribute to or benefit from the 
compulsory social security tax. The social security 
program has followed this pattern for more than 
20 years. 


Tue Stmpson-Keocu BIL 


First introduced in 1951, and known as the Jenkins- 
Keogh Bill, this legislation would let self-employed 
persons establish tax-deferred retirement income 
funds. The stated purpose is to offer these persons the 
same tax advantages enjoyed by employed persons who 
participate in retirement annuity and _ pension 
programs. 

The bill made little if any progress until last year. 
Introduced then as HR 10, it was reported favorably 
by the House Ways and Means Committee, passed by 
the House and referred to the Senate Finance Com- 
mittee. This committee did not have time to conduct 
hearings but HR 10 was offered as an amendment toa 


GP Volume XIX, Number 5 


=: 
os 
h 
: 
= 
a 
he: 
ae 
4 
< | 
| 
| 
| 


ud- 
s of 
om- 
e to 
cial 


general tax bill in the Senate. However, it was then 
deemed not germane to the measure it sought to 
amend, This vote killed HR 10 in the 85th Congress. 

HR 10 has now been reintroduced as the Simpson- 
Keogh Bill (Jenkins was defeated) and may encounter 
less Treasury Department resistance. Some congres- 
sional leaders believe that HR 10 will be enacted by the 
86th Congress. 


MEDICARE 


The Medicare program ran into serious financial 
problems as a result of federal economy measures. 
Your commission urges delegates to remember that the 
stated purpose of the program was to let dependents 
choose, for themselves, between care in military in- 
stallation hospitals and private medical care. This 
move was intended as a career incentive. 

During the second session of the 85th Congress, the 
Medicare budget was slashed by cutting the appropria- 
tion for civilian care of dependents and putting a solid 
ceiling on the amount. Congress later restored the ap- 
propriation and eliminated the ceiling but by this 
time, Defense Department officials had already agreed 
to restrict the use of civilian physicians and facilities by 
administrative regulation. 


Socta, SECURITY FOR PHYSICIANS 


The possibility of requiring physicians to participate 
in the social security program still lurks in a corner of 
the legislative arena. This is one provision in several 
bills. There is no chance that physicians will be allowed 
to participate on a voluntary basis. This would defeat 
the entire purpose of the program which is admittedly 
socialistic in that a participant can contribute for 
many years and never qualify for benefits equalling his 
total tax contributions. 

The Academy is on record as opposing compulsory 
coverage for physicians, contending that most physi- 
cians do not retire at age 65. Instead, they continue to 
work and to earn more than the allowed maximum. 
This reduces their chances of “breaking even” and 
puts them in the position of contributing to a program 
that will ultimately offer minimum benefits. Also, an 
Academy survey showed that 91 per cent of the mem- 
bers are strongly opposed to compulsory coverage. 

Many conflicting surveys have been made by local, 
county and state medical societies. None of these can 
be regarded as conclusive. The fact remains that sur- 
veys probably won’t have any appreciable effect. 


Liaison AssIGNMENTS 


Your chairman wishes to report that other members 
of the commission and the many officers and members 
have ably represented the Academy at various meet- 
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ings and on various committees. These meetings were 
called by the AMA, different government agencies and 
other medical and paramedical groups. Almost every 
member of the commission has been asked to represent 
the Academy and it has been stimulating to observe the 
very high level of prompt and willing cooperation. 


Public Relations 


As mentioned in the introduction to this annual re- 
port, the Academy is widely regarded as the spokes- 
man for all physicians in the general practice of medi- 
cine and surgery. This is especially true as it relates to 
public relations and continuing liaison with various 
media. The Academy must always be cognizant of its 
position as the only national medical organization es- 
tablished to represent the family doctor. Although it 
cannot claim to represent all family doctors, it must be 
willing to assume widening areas of responsibility and 
remain ready to function as “the voice of general 
practice.” 

At the same time, the Academy is not in a position 
to launch expensive and highly-specialized public re- 
lations campaigns. Even if this were possible, it would 
be pointless to duplicate AMA efforts. Instead, your 
commission feels that the Academy should supplement 
these efforts, reserving for itself the right and privilege 
of expressing independent points of view. 

Service is the most important facet of the Academy’s 
public relations program. Decisions and policies must 
be based on this consideration. Public relations (too 
often confused with “publicity”’) is little more than a 
continuing effort to serve the general public while 
simultaneously outlining policies and objectives. Such 
a program is a subtle blending of service and education. 

This often involves contact with the various com- 
munications media but these must be regarded only as 
vehicles of information. The very fine relationship be- 
tween the Academy and these media is of importance 
only as it contributes to a better understanding, on the 
part of the general public, 
of Academy functions and 
objectives. 

This report will not dwell 
on an underlying public 
relations philosophy but it 
may properly point out that 
it is impossible to “buy” 
public opinion. We tend to 
think that all high-priced 
and high-pressure cam- 
paigns are automatically ef- 
fective, forgetting that many 


have failed miserably. 


Floyd C. Bratt, M.D., chair- 
man of the Commission on 
Legislation and Public Policy 
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During the year, more than 80 prepared news re- 
leases were mailed to more than 300 science writers, 
editors, radio-television news editors and program 
directors. When appropriate, the same releases were 
also mailed to state chapter publications, state medical 
society journals and other interested media. Approxi- 
mately 50 press representatives attended the Annual 
Assembly in Dallas. The staff subsequently received 
more than 1,400 newspaper and magazine clippings 
describing the four-day meeting. 

Generally speaking, the releases go to media in 
metropolitan areas with a population exceeding 
100,000. It is not practical to blanket every community 
because these are effectively covered by leased wire 
services. 

At its Washington meeting, the commission in- 
structed the headquarters staff to proceed with the 
production of a new public relations brochure that is 
intended to (1) outline the functions of the family 
doctor and (2) relate Academy aims and objectives. 


Commission Projects 
Orrice SCROLL 


For some time, the commission has thought it would 
be appropriate to develop a scroll or a certificate that 
would have three purposes. It would (1) briefly outline 
the functions of a family doctor ; (2) highlight Academy 
objectives and (3) designate membership. The scroll 
could be placed in the doctor’s office or waiting room. 

Such a scroll, distributed without charge to all 
25,000 members, would be prohibitively expensive. For 
this reason, the commission, with the approval of the 
Finance Committee, designed a scroll that is now avail- 
able for $1 (to cover production and mailing costs). 
The scroll is sent only to Academy members. 

Copy to appear on the scroll was approved at the 
commission’s 1958 meeting and a final design was 
approved during the recent Washington meeting. The 
scroll has since been advertised in GP but it is still too 
early to comment on resulting sales. 

Your commission believes that the doctor’s office is 
and always will be a prime spot for public relations 
endeavor and further feels that the scroll states, simply 
and directly, the Academy’s purpose. Members are en- 
couraged to purchase the scroll and display it promi- 
nently in their offices. 


STaTeE CHAPTER LEGISLATIVE COMMITTEES 


Your commission feels that state chapters should 
have active legislation and public policy committees. 
Some state chapters already have such committees, 
others plan to establish them in the very near future. 
To learn more about existing committees and how they 
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function, the commission is currently surveying staie 
chapters. The results of this study will be discussed in 
the commission’s next annual report. 


PARADE ARTICLES 


A series of articles by Academy members is cur- 
rently running monthly in Parade magazine. These 
articles are being authored by officers, members of the 
Board of Directors and designated members. 

In December, Mr. Robert Goldman, associate editor 
of Parade, reported that the articles are proving popular 
with Parade readers. Twelve articles were originally 
planned but the magazine now wishes to continue the 
series indefinitely or for as long as the Academy can 
continue to supply suitable material. One article, 
written by President Holland T. Jackson, outlined 
ways of finding a family doctor and resulted in more 
than 200 inquiries a day during the ensuing two-month 
period. 

At its January 4-5 meeting, the commission decided 
that the responsibility for assigning articles would be 
assumed by the chairman, working with the commission 
secretary. Assignment priorities will be in the following 
order: (1) members of the commission ; (2) officers and 
members of the Board and (3) designated members 
especially qualified to write on assigned subjects. 

Your commission feels that this is an excellent public 
relations investment and that every effort should be 
made to continue the series. A short note, accompany- 
ing each article, points out that the author is an Ameri- 
can Academy of General Practice member. Each of 
these articles reaches approximately eight million 
readers. 


EMERGENCY MEpIcAL CarE Carbs 


Approximately 85,000 Emergency Medical Care 
Cards have been sold to Academy members at the 
established price of $2 per 100. The format and content 
of the card was recently reviewed by the commission. 
No changes were made. To further publicize the cards, 
copies are being sent to all state chapters with a sug- 
gestion that they be distributed at state chapter meetings. 


Commission Meetings 


The commission has held two meetings since the 
1958 Congress of Delegates session. The first of these 
two-day meetings was in San Francisco, June 25-26, 
during the AMA’s annual session. At this meeting, 
your chairman announced that Dr. Ira Hancock had 
recently found it necessary to resign from the commis- 
sion. 

Much of the action taken at this meeting relates to 
subsequent commission actions and is discussed in the 
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summary of the second meeting. At this first meeting, 
however, the commission . . . 

Endorsed an AMA resolution calling for the repeal, 
modification or amendment of the Medicare law to 
permit military personnel to obtain adequate medical 
care for dependents through programs underwritten 
by voluntary prepayment plans or by pay increases 
adequate for such personnel to purchase voluntary pre- 
paid insurance . . . 

Passed a motion urging that further Medicare direc- 
tives not ignore the realm of the general practitioner 
and preserve the family doctor’s rights. 

The second commission meeting was held January 
4-5 in Washington, D.C. Dr. Malcolm H. Harris, 
appointed by the Board following Dr. Hancock’s resig- 
nation, attended this meeting. 

Actions taken at the Washington meeting are high- 
lighted in appropriate sections of this annual report 
and the following simply summarizes other miscellane- 
ous actions. Briefly, the commission . . . 

Adopted the following resolution relating to the 
designation of Academy membership by individual 
members: ““This commission sees no objection to any 
indication of membership in the Academy as long as 
such designation does not meet with objections of the 
county medical society committee on medical ethics 
and, in the absence of local custom to the contrary, is 
in good taste...” 

Adopted a motion approving membership designa- 
tion in telephone directories if such designation “meets 
with the approval of the county medical society and 
the local chapter of the Academy . . .” 

Reaffirmed the Academy’s immunization policy 
(adopted in 1956) and urged members to “support and 
sponsor” its implementation via state legislative pro- 
grams. The commission further urged state and local 
chapters to support legislation calling for immunization 
as a prerequisite to school entrance. A motion was also 
adopted stating that ‘The Academy goes on record as 


lending its support in any way possible for total 
immunization of the population through the endeavors 
of the American Medical Association and all of or- 
ganized medicine . . .” 

Requested the State Officers’ Conference Committee 
to include a discussion of legislation and public policy 
on its 1959 conference program .. . 

Urged Academy members to cooperate with Dr. 
Robert Wise by furnishing cultures for his antibiotics 
susceptibility studies . . . 

Heard reports from commission members who have 
served as Academy representatives at important meet- 
ings and as members of key liaison and advisory coun- 
cils and committees. 

The commission invited congressmen from mem- 
bers’ states to attend an informal reception and subse- 
quently enjoyed an informal dinner conference with 
Dr. Leroy H. Burney, surgeon general of the United 
States Public Health Service. 

Your chairman takes this opportunity to thank the 
other members of the commission who have worked to 
carry out the instructions of the Board of Directors and 
the Congress of Delegates. It is encouraging to watch 
the Academy gain new stature and prestige in the 
world of organized medicine and the commission re- 
mains ready to study new matters within its proper 
jurisdiction. 

The commission also appreciates the assistance and 
cooperation of the headquarters office staff. Special 
votes of thanks should go to Executive Director Mac F. 
Cahal, Commission Secretary Walter H. Kemp and 
Miss Helen Cobb. 


Members of the commission are: Floyd C. Bratt, M.D., 
chairman; Merrill M. Cross, M.D., Daryl P. Harvey, 
M.D., Lester D. Bibler, M.D., Charles N. Wyatt, M.D., 
Malcom H. Harris, M.D., Orvan A. Phipps, M.D., Car- 
los E. Fuste, Jr., M.D., Thomas H. Blake, M.D. and 
Paul S. Read, M.D. 


Each New Drug EACH NEW DRUG marketed in the United States represents $6 million in research and develop- 
ment. Drugs marketed in 1958 cost the pharmaceutical industry $170 million. 


Costs $6 Million 


A survey conducted by the Pharmaceutical Manufacturers Association indicates that mem- 


ber companies obtained, prepared, isolated or biologically tested 114,600 chemical substances, 
mixtures or filtrates. Of this total, 1,900 substances were tested in humans. 

To obtain only one drug for clinical investigation, an average of 60 substances were pre- 
pared and tested. The simplest antibiotic filtrate requires from 60 to 200 skilled man hours for 
preparation and testing. Four hundred man hours, at a minimum, are needed to synthesize 


and test a new chemical. 


These figures hold only if biologic tests are disappointing. If the new subject looks promis- 
ing, more testing is required and research time spirals. 
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Manual for the Aphasia Patient. By Mary C. Longerich, Ph.D. Pp. 
277. Price, $4.75. The Macmillan Company, New York, 1958. 


In THIs excellent and much-needed manual, the author, a 
speech pathologist, has met a long-felt need to guide 
the family with an aphasic relative. This manual is written 
primarily for the patient, his therapist and his family. 
It is divided into three parts. The first two parts deal 
with what the family can do to help and the specific tech- 
niques which the aphasia therapist can use. Where a 
therapist is not available, this book answers a real need. 
Part Three consists of 123 actual drills for the patient. 
The drills are divided into two parts: (1) for the receptive 
aphasic and (2) for the expressive aphasic. 

The manual is notable for its simple readability and 
clarity. The drills are diagrammatically presented and 
profusely illustrated. This text certainly is very original and 
an instrument intended to accomplish its objective when 
the family says, ‘What can we do? My husband had a stroke 
and he still isn’t doing much talking.” 

In my opinion, every doctor of medicine, and particularly 
the family doctor who is close, should know that such a book 
exists and should recommend it freely. It is an invaluable 
aid when a patient with a “cerebrovascular accident” is 
left aphasic. 

—GEORGE W. KARELAS, M.D. 


Induced Delusions. The Psychopathy of Freudism. By Coyne H. 
Campbell, M.D. Pp. 186. Price, $4.00. Regent House, Chicago, 
1957. 


Witn 4 vehemence which indicates tremendous emotional 
potential behind his convictions, the author dissects 
Sigmund Freud’s concept of psychology, from the termi- 
nology which he devised through his technique of psycho- 
therapy, which is psychoanalysis, and characterizes it all 
a8 a gross self-deceit which has become transmitted to a 
sequence of individuals, through his earlier disciples, ad- 
equately to assure a significant degree of continuous 
propagation. 

Freud’s theories and techniques have often been at- 
tacked before. However, so many brilliant luminaries in 
the ficld of psychology and psychiatry have credited him 
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with a profundity of insight into the workings of the 
human mind that his detractors have not as yet significantly 
modified his impact on this branch of medicine. The author 
displays his particular qualifications for his denunciation: 
As a budding psychiatrist many years ago, eager to get 
ahead, he himself underwent psychoanalysis—the tradi- 
tional prerequisite for its practitioners—and practiced it 
on patients for a time before he recanted. 

The text gives heretofore unpublished data on the 
intimate subjective experience of psychoanalysis to support 
his thesis, to wit: Freud suffered from megalomania; he 
propagated his distorted notions by establishing cultistic 
requirements and mysteries around their administration. 
In this atmosphere, initiation of neophytes was conducted 
through “psychoanalysis” which is essentially a form of 
hypnotism. The subject who does not accept the dogma 
of his analyst ultimately fails to enter the society; all who 
enter are required to refresh their allegiance by periodic 
repeat analyses. 

Dr. Campbell describes graphically his seances with 
his analyst. After initially cooperating by free expression 
of all his random thoughts and especially any dreams he 
could remember, he became progressively more anti- 
pathetic to his analyst, disagreeing vigorously with the 
proffered analysis of his thought processes. This, of course, 
spelled “‘resistance”’ to his analyst ; the subject soon learned 
that (1) completion of an analysis was prerequisite to 
admission to the select group of analysts; (2) the analysis 
would not be completed until the subject accepted the 
interpretations of his analyst; (3) as psychiatrists under- 
going analysis paid for the procedure in the same manner 
as patients, the process, if it were unduly prolonged, 
would become financially intolerable. 

In view of these considerations the author saw fit to 
choke down his feelings in order to terminate the analysis. 
Sober reconsideration of his experience, extended by 
analytic seminars with his congeners, led to his ultimate 
apostasy. With mordant wit he analyzes the Freudian 
vocabulary and theory, dismembering the entire structure 
with incisive logic. The essence of his thesis is best expressed 
by Dr. J. M. Radzinski in the introduction—Freudian 
doctrine is reputedly the key to all psychology and psy- 
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chopathy: “Stated simply, the key requires merely proper 
manipulation of the dual triad of (1) human family unit 
and (2) the three orifices of the human body.” 

The field of psychoanalytic psychiatry has been admit- 
tedly esoteric to this reviewer; this book reveals why it is 
so in fact. It should receive thoughtful study from all who 
are interested in the practice of psychiatry, either as 
general practitioners or as psychiatrists. In the intensity 
of his desire to expel this dogma from the field of medicine 
(where the author feels it does not belong), however, he 
becomes quixotic at times in his attack upon terminology. 
Many concepts originated by Freud and his followers have 
become incorporated in psychiatric thinking as useful 
tools for the construction of new theories as well as ex- 
pressions, at our current level of limited knowledge, of 
the function or anatomy of the mind. These concepts do 
not need to be rejected wholesale because they were once 
elements of a discredited framework. Dr. Campbell believes 
that the concepts of repression, sublimation, regression 
and even psychosomatic medicine should be abolished. 

Although the author overplays his subject, he makes 
a good case for the abolition of psychoanalysis and for a 
critical review of psychiatric concepts which have been 
long accepted. —Daniet M. Rocers, 


The Kidney. By H. E. de Wardener, M.D. Pp. 338. Price, $10. 

Little, Brown ¢ Company, Boston, 1958. 

WiIrH Rapp advances in the knowledge and understanding 
of fluid and electrolyte problems besetting the busy practi- 
tioner, taking time to review basic facts of renal function and 
structure in health and disease becomes imperative. This 
book provides an excellent guide for such a review. The 
basic physiologic aspects are smoothly blended with the 
practical problems of diagnosis and therapy. 

The simplicity of illustrations promotes the rapid assimil- 
ation of the text. The drawings and charts are well dis- 
tributed throughout. 

For the general practitioner, who is not in daily contact 
with some of the more severe renal syndromes, this book 
gives much assistance. The chapters on “Tests of Renal 
Structural Integrity” and “Glomerular and Tubular Func- 
tional Integrity” are of special value. Practical considera- 
tions of ureterocolic anastomoses, renal infections and renal 
disturbances will assist in advising and treating patients. 

The appendices, covering modern diuretics, diets and 
normal values, wrap this book up as a neat, valuable book 
for the doctor’s personal bookshelf or for the hospital 
library. —Robsert E. HEERENS, M.D. 


De Circviatione Sangvinis. By William Harvey. Pp. 184. Price, 

$4.50. Charles C Thomas, Springfield, Ill., 1958. 

THis Is an unusual historic edition of two anatomic essays 
together with nine letters written in Latin by William 
Harvey and translated by Kenneth J. Franklin. 

This text includes an interesting discussion on the circu- 
lation of the blood, with observations on “‘dropsy of the 
belly,” angina, hypertension, coronary heart disease and 
distended “bovine heart.” 

The scope of the essays embraces physiology, pathology 
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per and therapeutics with request for further study by dissection @ i | : 3 
of cadavers. Expressions of difference in opinion of Harvey, aD) | 
Golen and Riolan are also reviewed. = ~ se si 
nit- This book is valuable as an historic edition and should 2 i 
t is appeal to every doctor interested in concepts of anatomy 3 + ae = i 
vho and the circulation of the blood. a ¥ 
—Lesrer D. M.D. Sos S828 
| Human Dissection, Its Drama and Struggle. By A. M. Lassek, M.D. a8 sae 3 
Pp. 310. Price, $6.50. Charles C Thomas, Springfield, Ill., 1958. 2: 
= Human Dissection, Its Drama and Struggle is an excellent 2 = § 
treatise of concepts regarding the dead from primitive times s = 
to the present, including 3,000 B.C. to 1,000 B.C., the pre- — = = 3 
of Alexandrian era, the Middle Ages, the Renaissance and ~ 
The dissertation is well typed, interesting and replete & 3 
with historic medicine, particularly regarding human anat- = bal H 
omy as exemplified by human cadaver dissection. The = 2 
drama connected with procurement of proper cadaver —— = Fs 
specimens for advancement of medical knowledge through 3 = 
ake epic periods to our own days is beautifully but not insult- ate 3 Sg 8 2 geo 3 
ine ingly brought out: the constant struggle of the minority pal Gas 3 SES | 
against the masses to justify human anatomic dissection. <q 
The civic and religious objections to medical advancement 
$10. have been established by the author without prejudice or ¥ 
partisanship. 
ling All in all, Human Dissection can be read and reread by 3 3 
laymen as well as by the medical profession. It is particularly 
readable and recommended to the generalist as a splendid 
This 2ddition to his medical library. 
The K. Rose, Jr., M.D. s 
the ko e844 8 
Circulation. By John McMichael, M.D. Pp. 503. Price, $10.50. 
imil- Charles C Thomas, Springfield, Ill., 1958. 
dis- THIs BOOK, an edited review of the proceedings of the 
Harvey Tercentenary Congress, held in England June 3-8, 
tact 1957, includes some 500 pages of material contributed by 60 
pook world-famous authorities in various aspects of cardiovascu- 
enal lar research. The scope of the book is twofold: (1) to give 
unc- an historic sketch of William Harvey, recognized as the 
lera- greatest of all English medical men, so as to show the genius 
renal permitting accurate conclusions based on exact observations 
ts. at the anatomy table; and (2) to present a review of the 
and present knowledge of the circulatory system. 
book The historic section is delightfully written. Many of 
pital Harvey’s observations and conclusions are in his own words; 
D. and the reader as well as “many modern investigators would 
crave the intellectual gift of Harvey’s synthetic biologic 
Price, sense to perceive the correct interpretation, and to prune 
away the confusion, of their plethora of data.” 
ssays The section that reviews present-day knowledge of circu- 
lliam lation consists of eight divisions, each having three or more 
contributors. Much of this material is purely research; yet 
ircu- that discussing coronary circulation, pulmonary circulation, 
f the cardiovascular surgery and cerebral circulation is well 
and worth reading. 
The book is not intended for the general practitioner 
ology unless he is interested primarily in Harvey and everything 
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related to him. Parts of the book do have merit for general- 
ists but it is obviously written for cardiologists and others 
engaged in cardiovascular research. The illustrations, dia- 
grams and graphs are excellent but require intensive and 
detailed study by one with a background in research and 
experimental medicine. Very few general practitioners will 
qualify from this perspective. —-THomas E. Rarpin, M.D. 


A History of Public Health. By George Rosen, M.D. Pp. 495. Price, 

$5.75. MD Publications, Inc., New York, 1958. 

WHEN | First received this book, I was unhappy with the 
idea of having to “‘wade through” such a volume w h this 
titie. Being somewhat critical of some of our current “public 
health” trends, I was further annoyed at the thought of 
having to read A History of Public Health. 

Having put off starting it for some weeks, and with every 
intention of simply scanning it to determine its worth for 
general practitioners, I was so impressed with the easy 
readability of the book and the interesting presentation of 
the subject, I thoroughly enjoyed carefully reading the 
entire work. Furthermore, I’m sure I have much more 
understanding of public health and realize how important 
it has been through the ages, leading to the type of life and 
health we now enjoy. 

This book certainly cannot be considered of extreme value 


to the average general practitioner unless he is a public 
health officer. However, if one is interested in the history 
of medicine in general, A History of Public Health is high\y 
recommended. —Menrnritt M. Cross, m.p. 


Mlustrated Preoperative and Postoperative Care. By Philip Thorck, 
M.D. Pp. 97. Price, $5. J. B. Lippincott Company, Philadel- 
phia, 1958. 

THIs SHORT monograph of lecture notes and more than 75 
drawings emphasizes the preoperative and postoperative 
care of the surgical patient. Written for all who do surgery, 
it is terse and strictly to the point. The important aspects 
of problems arising from surgery are presented in short text 
form with ample pictures illustrating the pertinent in- 
formation. The subject matter covers evaluation of the 
patient to removal of the sutures. In between are words of 
advice on fluid balance, fever, shock, bowel and urinary tract 
distention and almost all of the common postoperative 
complications encountered. Short discussions on avoidance 
and treatment are adequately presented. 

This book is a good addition to the library of anyone in- 
terested in maintenance of good physiology for the surgical 
patient. It is of inestimable value to the intern, resident and 
postgraduate student taking a course in surgical manage- 
ment. The text is well written and a good example of the 
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literary style of Dr. Thorek who can say much with few 
words. I believe this small book is geared to the needs of the 
general practitioner as well as the surgeon. 

—R. VarIAN SLOAN, M.D. 


Readings in Medical Care. Edited by the Committee on Medical Care 
Teaching of the Association of Teachers of Preventive Medicine. 
Pp. 694. Price, $6.50. The University of North Carolina Press, 
Chapel Hill, N.C., 1958. 


Tuis 1s a source book of medical sociology, presenting 
more than 100 articles that have appeared in various places. 
It appears to be a compilation of articles which the teachers 
of preventive medicine believe will be of value to their 
students. One would judge that these readings would be 
welcomed by medical social workers and sociologists. 

The readings are divided into 13 groups, covering such 
topics as the national health picture, adequacy of medical 
care, costs of medical care, the medical care team, rural 
medical care, medical care insurance, etc. 

It is this reviewer’s opinion that most general practi- 
tioners will find little of interest in the text except for the 
section on general practice and specialization. The essay, 
“The General Practitioner’s Future Status,” by Wingate 
M. Johnson, M.D. presents an interesting picture of the 
present (it was published more than 11 years ago) and his 


predictions for the future. This is followed by excerpts 
from the classical, “General Practice Today and Tomor- 
row,” by Joseph S. Collings, M.B. and Donald M. Clark, 
M.D. which appeared in the New England Journal of 
Medicine in January, 1953. 

Medical politicians will undoubtedly find other essays of 
interest to them in other sections of the book dealing with 
hospitals, medical care in industry, medical care insurance, 
ete. 

A source book such as this cannot be expected to have a 
wide appeal among the profession ; but it will be useful not 
only to students but to physicians engaged in medical 
education, medical organization work and public health 
work and to those who devote themselves to the hobby of 
medical politics. —Jesse D. Risinc, 


Modern Clinical Psychiatry. By Arthur P. Noyes, M.D. and Lawrence 
C. Kolb, M.D. Pp. 694. Price, $8. W. B. Saunders Company, 
Philadelphia, 1958. 


THE FIELD of psychiatry, like any organism in its infancy, is 
undergoing rapid growth and change. This fifth edition of 
Modern Clinical Psychiatry brings the subject thoroughly up 
to date in its conceptual organization, the most recent 
therapeutic developments and its application in the broader 
field of human affairs. 
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By J. A. WeuEL, M.D. 
Consulting Psychiatrist, Amsterdam 

Tue aim of this book is to give the general practitioner—in 
his approach to the patient, in the patient’s attitude toward 
treatment, and every other facet of the link between medical, 
psychological and social problems—a basis for using psychiatry 
with the majority of mentally normal patients. Confusion be- 
tween various schools of thought in the science of psychiatry 
need no longer hinder the general practitioner in his non- 
specialist use of the vast amount of knowledge already obtained 
by psychiatry and psychoanalysis. Aided by the type of “ques- 
tionnaire” in this book he will be able to bring his psychological 
knowledge of the patient up to the same level as his somatic in- 


formation. 206 pp. $7.00 
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The text has been written with the undergraduatc or 
postgraduate student in mind who has had little or no 
training in psychiatry. ‘The first seven chapters deal with 
the concepts embodied in studying aberrations of the mind, 
including an analysis of the “mind” concept itself, as well 
as an excellent chapter on the examination of the patient. 

Thereafter, in logical sequence, are discussed the dis. 
orders resulting from pathology or pathologic physiology 
of the brain, senility, psychogenic disorders and socio- 
pathic personality disturbances. 

There is a separate chapter on drug addiction, one on 
child psychiatry and a new chapter on “Psychiatry and the 
Law.” Treatment as such occupies but three of the 28 
chapters ; two pertain to physical therapies and to pharma- 
cology in psychiatry (tranquilizers, etc.). The reason is 
obvious: Where mental disturbance is a manifestation of 
organic disease, the psychiatrist is only a diagnostician who 
relegates treatment to the appropriate source. The prin- 
ciples of the management of psychogenic and sociopathic 
disorders are easily stated: Effectuation is the product of 
the therapist’s knowledge of the mind and his experience in 
using his own mental faculties as a tool for realigning his 
patient’s mental processes. 

This text teaches a dynamic psychiatry. Recognizing the 
historic contributions of all the famous leaders, past and 
present, the authors stay well in the center of the stream of 
modern psychiatry. Because of its moderation, the lucid 
presentation of material and excellent organization and 
indexing, it makes a good reference or study volume both 
for the student and practitioner who need a manual on 
psychiatry. Whether one is seeking an introduction to 
psychiatry or needs to look up the symptomatology of a 
neuropsychiatric disorder, the answer is easily found in 
this book. —Daniet M. Rocers, M.D. 


An Introduction to Experimental Surgical Studies. By W. J. Demp- 
ster, F.R.C.S. Pp. 463. Price, $10. Charles C Thomas, Spring- 
field, Iil., 1957. 


I BELIEVE this book would be of extreme interest to the ex- 
perienced general practitioner whose major interest is in 
surgery. The young active general practitioner might not 
find adequate time to study it. 

A practical application of the information in this text 
might well be made in the everyday practice of general 
medicine and surgery, especially regarding experimental 
work on tissue regeneration and wound healing. A broad- 
minded, up-to-date vision of the problem of tissue regen- 
eration and wound healing can be applied to everyday cuts, 
bruises and abrasions seen in any general physician’s office. 
Furthermore, the chapter on “Tissue Grafting, Transplant- 
ing and Implanting” may likewise be applied in this age of 
traumatic amputation of digits. The present incidence of 
auto accidents makes it of paramount importance for 
every general practitioner to avail himself of all the tricks 
of the trade. 

In spite of the fact that medical progress has been made 
in the treatment of hypertensive disease from a chemical 
therapeutic standpoint, surgical exploration of this field 
continues to be imperative. Likewise, the cardiovascular 
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problems our pediatric patients present to us are worthy of 
the most careful investigation. It is paramount that the 
general practitioner be made aware of the experimental 
efforts being put forth to meet these problems. 

The general physician must be alert to the possible 
gastroenterologic abnormalities that can occur in the new- 
born. It is, therefore, of interest and importance for him to 
understand some of the research being done in gastroen- 
terology. It is also important for him to realize that, al- 
though medical aids have been developed, permanent cures 
in the form of surgery are anticipated. 

—C. R. Brorrt, M.D. 


' Physician's Handbook. 10th ed. By Marcus A. Krupp, M.D., Nor- 


man J. Sweet, M.D., Ernest Jawetz, M.D. and Charles D. Arm- 
strong, M.D. Pp. 500. Price, $3. Lange Medical Publications, 
Les Altos, Calif., 1958. 


THIS HANDBOOK is immediately recognized as the companion 
to the stethoscope in the pocket of the medical student, 
intern and resident of the past decade and a half. 

Intended as a “ready reference of practical value,” it 
covers an amazing extent of information from principles of 
physical diagnosis to therapy and clinical pathology. Sug- 
gested laboratory and other diagnostic procedures are a 
valuable part of the information given on each system 
covered. The type is obviously intended for the non- 
presbyopic eye of the younger physician; however, an out- 
line format provides some compensation for this factor, 
necessary to avoid making the volume too large. 

Abundant schematic illustrations are employed, and 
much of the material is arranged in simplified charts. 

The volume is still of the “pocket book” size, easily 
fitting into the doctor’s bag or glove compartment of the car 
as an excellent reference manual. 

—Raraet C. SANCHEZ, M.D 


The Will to Live. By Arnold A. Hutschnecker, M.D. Pp. 290. Price, 
$4.95. Prentice-Hall, Inc., New York, 1958. 


THE PassING parade of patients becomes more vivid the 
further one delves into this fascinating book. As each 
chapter unfolds, the frustrations and mysteries of many un- 
diagnosed cases in our practice come to light. This cer- 
tainly is nothing new, but never before has there been 
such an interesting accumulation of data and cases to 
correlate the psyche and soma. It reminds us particularly, 
as general practitioners, that the art of medicine concerns 
both the mind and the body of man and to neglect one is 
to neglect all. 

In our practice we recognize daily those who have only 
the “will to die,” but Dr. Hutschnecker illuminates the 
paths that help us generate and maintain the “will to 
live.” To understand those individuals who dwell in fear 
and frustration, to diagnose them and to treat them, this 
text guides the physician, the family and the friend. It is 
delightfully easy to read, thought provoking and is attended 
by concise chapter summaries. This book cannot help but 
improve the quality of total medical care if we are willing to 
take its precepts to heart. —-Duncan ROBERTSON, M.D. 
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Soon-to-be-Released! Ross 
SYNOPSIS OF TREATMENT 
OF ANORECTAL DISEASES 


Are you looking for an up-to-date, concise but complete guide to 
diagnosis and treatment of anorectal diseases? This book written 
especially for the general. practitioner answers that need and 
covers subjects you don’t always find in many proctologic books, 
such as hidradenitis suppurativa, proctalgia fugax and coccy- 
godynia. You will find practical’ help in the description of the 
anorectal structures, descriptions of the common symptoms and 
methods of taking a proctologic history and performing a proc- 
tologic examination. Atlas-type drawings illustrate many surgical 
techniques. 

STUART T. ROSS, M.D., A.B. Ready June, 1959. 220 pages, 4% "x 
7%", 79 illustrations. About $6.50. 
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A SYNOPSIS OF DIAGNOSIS 
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This handy guide presents a digest of the various otolaryngologic 
diseases commonly found by the general practitioner in his daily 
practice with up-to-date, acceptable methods of treatment. The 
material has been divided into four parts: the ears, the nose and 
paranasal sinuses, the pharynx and the larynx. Each section re- 
views the clinical anatomy and physiology, presents tests and 
examinations, discusses the etiology, pathology, symptomatology, 
prognosis and therapy of common diseases pe Teeatiben to 
surgical proced of i to the general physician. 


By ROBERT E. RYAN, B.S., M.D., M.S., c. 


THORNELL, A.B., B.M., M.D., M.S., Otolaryngology; HANS von 
LEDEN, M.D. Ready June, 1959. Approx. 335 pages, 4% "x7%", 59 
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Soon-to-be-Released! Havener 
SYNOPSIS OF OPHTHALMOLOGY 


Refresh your knowledge of ophthalmology with this new, 
abundantly illustrated synopsis k. It provides clear, specific 
di i of « and serious eye problems in sufficient 
detail to permit diagnosis, therapy and recognition of referral eye 
disease. You will find di phasi that are important 
because of their serious nature or common occurrence. Concise, 
complete and up-to-date, this book includes such recent advances 
as the early detection of gl through suspicion and current 
uses of antibiotics. 


WILLIAM H. HAVENER, B.A., M.D., Associate Professor and Acting 
— Ohio State University, Medical School (Ophthalmology). 
Ready June, 1959. Approx. 284 pages, 4%"x7%", 189 illustrations. 
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non-steroid therapy 
~ of asthma and emphysema 


orat ELIXOPHYLLIN 


Just as with I.V. aminophylline,* high theophylline blood 
levels reached in minutes — from a single dose.* 


After absorption, theophylline is slowly eliminated. 
iy Therapeutic blood levels endure for hours.* 


This predictability of blood levels permits quite constant 
: therapeutic blood levels night and day, providing 
| relief of wheezing, dyspnea, cough, and protection 
against acute attacks for most patients.* 


DOSAGE: First two days: 15 minutes 4 hours 


45 cc. (three tbsp.) on arising; J J 
45 cc. (three tbsp.) on retiring; ih erapeutic blood levels 


between above doses 


45 cc. (three tbsp.) once midway 
Sub-therapeutic blood levels 
(about 3 P.M.) 


After two days of therapy the size of doses should be slightly decreased. 
Each tablespoonful contains: theophylline 80 mg., alcohol 3 cc. 


Prescription only — bottles of 16 fi. oz. 


Detroit 11, Michigan 


* Reprints of these studies on request. 
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treatment 


because Neo-Polycin Ointment 


helps clear 
topical infections 
promptly 


Neo-Polycin® provides neomycin, bacitracin and polymyxin, 
the three antibiotics preferred for topical use because this 
combination is effective against the entire range of bacteria 
causing most topical infections...has a low index of sensi- 
tivity...and averts the risk of sensitization to lifesaving 
antibiotics, since these agents are rarely used systemically. 
And Neo-Polycin provides these three antibiotics in the 
unique Fuzene® base, which releases higher antibiotic con- 
centrations than is possible with grease-base ointments. 


Each gram of Neo-Polycin contains 3 mg. of neomycin, 400 units of bacitracin and 
8000 units of polymyxin B sulfate in the unique Fuzene base. Supplied in 15 Gm. tubes 


PITMAN-MOORE COMPANY, DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 
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Academy President Fount Richardson 


Greetings from the President 


I LIKE TO THINK of the Academy of General Practice as 
having sprung, like Minerva, full grown, from the mind 
of its creator. Suddenly, we were a live organization. 
While there has been much growth and development 
since its inception, this organization, from the first, 
established many excellent principles. Probably one of 
the finest of these is the principle of continued educa- 
tion of the physician. 
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This principle now echoes in the programs of many 
societies and from the halls of many of our schools, 
Almost every medical program shows somewhere on 
its face, a notation that credit is allowed for attendance 
at these meetings by the American Academy of Cen- 
eral Practice. 

But this is not enough. We face many problems. 
There are not enough family doctors. There is a wide- 
spread desire among our population for the protection, 
ministrations and comfort of having a family medical 
counselor. This was shown dramatically a few years ago 
when an article by Dr. Paul de Kruif, in Reader’s Di- 
gest, brought more than 100,000 queries about how to 
find a family doctor. 

The need. has been demonstrated for more well 
trained physicians who are capable of doing a general 
practice, including some medicine, some surgery, some 
obstetrics. But our medical schools have been slow to 
inaugurate any change in their curriculum. We feel 
there is more to be done. 

The medical schools, in their devotion to research 
have possibly forgotten their basic reason for being in 
existence. The schools are much in the position of the 
young men of a town when a glamorous, attractive and 
wealthy young lady moves into the community. Their 
attention is immediately devoted to the newcomer. 
Research is unquestionably the new girl in town. She 
seems also to be able to attract most of the money. 

We must not, however, lose our perspective. The 
people of America have to be served by good doctors 
and the teaching of the fundamentals of medicine are 
quite as important as the pursuit of research. We must 
put first things first. 

The Academy of General Practice will, during the 
coming year, devote considerable of its energies to the 
encouragement of medical schools to train more men 
who know how to practice medicine, men whose train- 
ing is both broad and deep, that the people of our 
country may continue to have the highest quality of 
medicine that is to be obtained anywhere in the world. 

We will need the help of every member of the Acad- 
emy. We will need the help of medical educators every- 
where. We invite their deep consideration of a trend 
and urge them to consider the needs of the proximal 
years as well as the needs of the future ones. These 
needs are to be answered by the schools and we feel 
their deepest consideration is required. Only in con- 
sultation, study and hard work, will our medical lead- 
ers and our medical educators be able to guide Amer- 
ican medicine to its proper role in our present society. 
There is need for wisdom and cooperation. The public 
needs and wants family doctors. Only the medical 
schools can produce them. 

We need to think on these things. 
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11th Annual Assembly Welcomes 25,000th Member 


Dr. John G. Walsh Chosen President-elect 


AN ASSEMBLY FEATURING the enrollment of the 25,000th 
kcademy member opened in San Francisco on April 4 when 
he Congress of Delegates convened for the first of three 
essions. At that time, Executive Director Mac F. Cahal an- 
sounced that President Holland T. Jackson would officially 
roll Dr. Charles H. Ewing, a suburban Philadelphia family 
physician, at the opening scientific session Monday afternoon. 

When the Congress met in final session Monday morn- 
ing, Retiring Board Chairman John G. Walsh, Sacramento, 

lif, was named president-elect. Dr. Walsh defeated Dr. 
Charles C. Cooper, St. Paul, Minn., the retiring vice presi- 
dent, in a close contest. 

Drs. Floyd C. Bratt, Rochester, N. Y., and Carleton R. 
imith, Peoria, Ill., both retiring board members, were nomi- 
tated for vice president. Dr. Bratt was elected to succeed 
Dr. Cooper. 

Three new board members were elected to serve three- 
far terms. They are Drs. Daniel Rogers, Wenham, Mass.; 
Herbert W. Salter, Cleveland, Ohio; and John O. Milligan, 
kattle, Wash., who will succeed Drs. Bratt, Smith and Walsh. 

Speaker of the Congress of Delegates James D. Murphy, 


It. Worth, Tex., was re-elected to a fifth term by acclama- — 


ion. In the campaign for the vice speakership, Dr. Carroll 
|. Witten, Louisville, Ky., defeated Dr. Horace W. Eshbach, 
Drexel Hill, Pa., the incumbent. 

At the new Board of Directors meeting Thursday, Dr. 
floyd C. Bratt was elected chairman. The Academy's treas- 
wer, Dr. Albert E. Ritt, St. Paul, Minn., was named to serve 
‘third term. The Board also elected Dr. John G. Walsh and 
Dr. Norman R. Booher, Indianapolis, Ind., to serve with Drs. 
Bratt and Ritt on the Executive Committee and appointed 
President Fount Richardson, Fayetteville, Ark., an ex officio 

ember of the same committee. 

While the Congress met in the Terrace Room of the Fair- 
mont, the headquarters hotel, exhibitors were busy setting up 
displays in San Francisco's new Brooks Hall. A local truck- 
ing strike prevented early delivery of the 103 scientific and 
303 technical exhibits, and it took five headquarters staff 
members to move the last of these into the hall. 


a 

Enrollment of the Academy's 25,000th member was a highlight of the 
Assembly. President Holland T. Jackson, (left) presented a certificate of | 
membership to Dr. Charles H. Ewing, Abington, Pa. 


Retiring Board Chairman John G. Walsh (left) was the delegates’ choice 
for president-elect. Sergeant-at-Arms Julius Michaelson, Foley, Alla., 
escorted Dr. Walsh to the rostrum. 
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Academy Leadership: Past, present and future. (Left to right) Retiring 
President Holland T. Jackson, President Fount Richardson and President- 
elect John G. Walsh. 


a 
The three new members of the Board of Directors are (left to right) 
Drs. Daniel Rogers, Herbert W. Salter and John O. Milligan. 


The Board of Directors unani- 
mously re-elected Dr. Albert E. 
Ritt Academy treasurer for a third 
consecutive term. 


a 

Dr. Floyd C. Bratt received dovu- 
ble honors at the Assembly. He 
was elected both vice president 
and chairman of the Board. 


Dr. Carroll L. Witten, (left) newly-elected vice speaker of the Congress 
of Delegates, joins Dr. James Murphy, who was unanimously named 
speaker for his fifth successive term, at the speaker's table. 


The excellent scientific program was presented in Civic 
Auditorium. Twenty-eight medical authorities provided both 
an entertaining and enlightening lecture series for the 3,059 
physicians attending the sessions. 

Local arrangements in the Golden Gate city were carried 
out by a committee headed by Dr. Ivan C. Heron, former 
chairman of the Board of Directors. Mrs. Antonio J. Franzi, 
wife of a San Francisco member, was in charge of the Ladies’ 
Entertainment Committee, which offered the doctors’ wives 
a lovely, varied program. 

Certain events make the San Francisco meeting memor- 
able. On Friday evening, members of the Board of Directors 
and their wives were guests at a “Shanghai Party.” After 
cruising the Bay aboard private yachts, they dined at the 
Corinthian Yacht Club, Belvedere Island. 

Academy Member Dwight Murray, former AMA presi- 
dent, and Dr. P. B. Rose, president of the College of Gen- 
eral Practitioners of Canada, both brought greetings to the 
Congress. Other special guests were Academy Members W.@ 
Linwood Ball, AMA vice president, and Lonnie Coffin, 1958 
AMA General Practitioner of the Year. 

Monday evening, delegates and their wives attended the 
annual Delegate’s Dinner in the Fairmont’s Venetian Room. 
The excellent entertainment was provided through the cour- 
tesy of Mead Johnson & Company. 

The American Academy of General Practice Foundation 
Board of Trustees met Tuesday morning and elected the 
following officers: President, Malcom E. Phelps, M.D., El 
Reno, Okla.; vice president, Charles C. Cooper, M.D. and 
secretary-treasurer, Mac F. Cahal. It was announced that Dr. 
M. B. Casebolt, Kansas City, Mo., a trustee, had made a per- 
sonal contribution of $1,000 to the Foundation. 

Tuesday, at 12:15 p.m., over 300 Century Club members 
gathered at the Peacock Court of the Mark Hopkins Hotel. f) 
A complimentary luncheon honored those who had con-f) 
tributed $100 or more to the Academy Building Fund. That} 
evening, many of the state chapters entertained at dinners 0 
open houses. 

Dr. Fount Richardson was inaugurated president of the 
Academy Wednesday night. Immediately following the cere 
mony, Retiring President and Mrs. Jackson were guests 0 
honor at a reception in the Gold and Nob Hill Rooms of 
the Fairmont. 

Preceding the inauguration, Merck Sharp & Dohme pre 
sented “Your Family Doctor's Notebook,” a 30-minute live 
telecast featuring highlights of the Assembly. 

Thursday was “space medicine” day at Civic Auditorium 
Although hampered by electronic difficulties in some parts§® 
of the presentation, the special telecast, using Ciba’s 
newly-developed Eidophor color television process, was in 
teresting and timely. It coincided with the announcement 
of the seven men selected for space flight training. 

Membership awards were won this year by Iowa, Utah and 
Wisconsin. The plaques were presented by Dr. Norman R. 
Booher, chairman of the Commission on Membership and 
Credentials, and Dr. Joseph Telford, a commission membet.§ 

Total registration for the 11th Annual Scientific Asset 
bly was 6,143. a 

After the meeting closed April 9, more than 300 member 
and their wives left San Francisco to attend the 1959 Invite 
tional Scientific Congress in Honolulu. 
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The final meeting of the outgoing Board of Directors was the first 
official function of the 11th Annual Assembly. Shown in the Fairmont’s 


les Hunt Room are: (clockwise) Drs. Holland T. Jackson, Fount Richardson, 
ves M Paul S. Read, Miss Helen Cobb, Executive Director Mac F. Cahal, Drs. 

John G. Walsh, Albert E. Ritt, Charles C. Cooper, James M. Perkins, 
or- John Paul Lindsay, M. C. Wiginton, Norman R. Booher, Malcom E. 
me Phelps, James D. Murphy, Horace W. Eshbach, Carleton R. Smith, Mary 


“ 
E. Johnston and Floyd C. Bratt. . 


The scientific program reflected the careful planning and hard work 
of the Committee on Scientific Assembly. Committee members present 
at a breakfast meeting were (seated, left to right) Dr. Herman Drill, 
chairman, 1959 Assembly; Dr. Garra Lester, chairman, 1960 Assem- 
bly; (standing, left to right) Mr. Greer Hermetet, committee secretary; 
Drs. George Launey; Walter W. Sackett, Jr., and Amos Johnson. Dr. 
Elmer Ridgeway, Jr., is also a committee member. 


Three Academy members who have served as delegates 11 consecutive 
Assemblies are (left to right) Dr. William A. Sams, Marshall, N.C., Dr. 
Walter W. Sackett, Jr., Miami, Fla., and Dr. Thomas E. Robinson, Salt 
Lake City, Utah. 


i 

Closing the Assembly, the new Board held its first meeting. Dr. M. C. 
Wiginton (standing) and (seated clockwise) Drs. Norman R. Booher, 
Mary E. Johnston, John O. Milligan, Daniel Rogers, James M. Perkins, 
Miss Helen Cobb, Executive Director Mac F. Cahal, Drs. Floyd C. Bratt, 
Fount Richardson, John G. Walsh, Holland T. Jackson, Albert E. Ritt, 
- Flames D. Murphy, Herbert W. Salter, Paul S. Read and John Paul 


The kickoff meeting of the Assembly was the annual joint luncheon 
of the Board, the Scientific Assembly Committee, Local Arrangements 
Committee and headquarters Assembly staff. 


he key planners of the San Francisco meeting were (left to right) A floral tribute to the Academy was displayed in Golden Gate Park. 
tientific Assembly Committee Chairman Herman Drill, Board Chairman The colors of the official seal were carried out in the circular portion 
sg hn G. Walsh, President Holland T. Jackson, Local Arrangements Com- of the arrangement. 

tittee Chairman Ivan C. Heron and Executive Director Mac F. Cahal. bo: 


cementy ° distinguished visitors presented to the Congress of Delegates were 
b. P. B. Rose, (left) president of the College of General Practitioners of 


icin (nada, and Academy Member Dwight Murray, former ’ president of 
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Comments from two top medical men in the government, Academy 
Member Walter Judd, Congressman from Minnesota (left), and Dr. Leroy 
Burney, Surgeon General of the USPHS (right), sparked the Monday 
session of the scientific program. 


a 
The program on space medicine was a live, full color telecast, trans- 
mitted from Alameda Naval Air Station. The televising process used 
was Ciba’s Eidophor, (shown above) a Swiss-developed transmitter. 
Animal diseases transmissible to 
man were discussed by Dr. James 
H. Steele, chief, Veterinary Public 
Health Activities, Communicable 
Disease Center, USPHS, Atlanta. 


The Wednesday morning session opened with a symposium on obstet- 
rics. Academy Associate Member James L. Dennis, (left) director of 
Children’s Hospital of East Bay, Oakland, Calif., emphasized that the 
premature baby is a persistent challenge. The lecture on postmaturity 
was presented by Dr. Mitchell J. Nechtow, (right) associate professor of 


Lt. Comdr. Edward Bird, a Navy physician, discussed space travel prob- 
lems with doctors visiting one of the 103 scientific exhibits displayed in 
Brooks Hall. 


San Francisco’s Civic Auditorium was the setting for the scientific pro- 
gram which opened Monday and closed Thursday. Many local physi- 
cians and medical students, as well as Academy members, attended the 
lectures. 
v 
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gynecology and obstetrics, Chicago Medical School. LA 


members ond thelr wives filled the registration ares of Brooks 
Hall when registration opened Sunday morning. 


recesses, physicians visited the 303 technical exhibits displayed 
Hall, the underground exhibit area connecting with Civic 


Through the cooperation of volunteer physicians and technicians, “A 
Yearly P.E. for Every M.D.” was available each day of the scientific 
prob- session. Family physicians shown here are in line for an EKG. 
yed in 
The 20 winners of Mead Johnson general practice residency scholar- 
ships were announced Tuesday by Dr. Bernard Edwards, (left) South 
. or Bend, Ind., chairman of the Academy’s Mead Johnson Awards Com- 
physi- mittee. Also present for the ceremony was Academy Member W. D. 
ed the Snively, (right) Evansville, Ind., vice president and medical director, 
Mead Johnson & Company. 
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Dignitaries at the opening session of the 1959 Scientific Assembly in- 
cluded: (left to right) Scientific Assembly Committee Chairman Herman 
Drill, California Medical Association President T. Eric Reynolds, Vice 
President Charles C. Cooper, Board Chairman John G. Walsh, President 
Holland T. Jackson, Local Arrangements Chairman ivan C. Heron, 
President-elect Fount Richardson, California Academy of General Prac- 
tice President Carroll B. Andrews, San Francisco Academy President 
Phyllis Bourne, Treasurer Albert E. Ritt, Executive Director Mac F. Cahal 
and San Francisco Medical Society President Claude Callaway. Dr. Rey- 


Wednesday evening, Merck Sharp & Dohme presented “Your Family 
Doctor's Notebook,” a live 30-minute television program. Highlighting 
Assembly events were Taylor Grant, (left) commentator, and Dr. Ernest 
Page, (right) scientific speaker. 


Ross Awards Committee Chairman Orson B. Spencer, (left) Price, Utah, 
presents one of the two Ross Awards for 1958 to Dr. Stanley R. Truman, 
(center) Oakland, Calif. Publication Committee Chairman Daniel Rogers 
(right) also took part in the ceremony. The other winner, Dr. |. P. 
Frohman, Washington, D. C., was unable to accept his award in person. 
v 


The Foundation Board of Trustees met Tuesday and named (seated, 
left to right) Drs. Malcom E. Phelps, Charles C. Cooper and Executive 
Director Mac F. Cahal, president, vice president and tr 
DeTar, Holland T. Jackson, Fount Richardson, M. B. Casebolt, Floyd 
C. Bratt, John G. Walsh and Albert E. Ritt. 
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Membership and Credentials Commission Chairman Norman R. Booher 
(seated) presented membership awards to: (standing, left to right) Dr. 
Orson B. Spencer, Utah, second place; Dr. R. L. Knipfer, lowa, first 


The first arrivals of the Texas contingent register at the Fairmont, head- 
quarters hotel. Shown (left to right) are President and Mrs. Jackson and 
Speaker Murphy. 


Arkansas members presented a special lapel pin to President-elect Fount 
Richardson at a reception Tuesday evening. His son, Robert, pins it on, 
as Mrs. Richardson watches. 


A “Shanghai Party” took members of the Board and their wives aboard 
two private yachts for a Bay cruise, then on to dinner at the Corin- 
thian Yacht Club, Belvedere Island. 

v 


Delegates from the 49th and 50th states had a common bond at this 
year’s meeting. However, Hawaii Delegates A. L. Vasconcellos (left) 
and R. Varian Sloan (right) prefer shirt-sleeves climate to the turned-up 
collar weather of AlasRa Delegate John H. Clements (center). 


< Dr. R. Varian Sloan, Honolulu, (right) brought 

lovely leis as greetings from our newest state. 
Mrs. Ivan C. Heron, San Francisco, (left) a mem- 
ber of the Ladies’ Entertainment Committee, was 
one of the lucky recipients. 


Bearded Sergeant-at-Arms Julius Michaelson was > 
dubbed “Fidel Castro” and given a pair of side- 
arms to maintain law and order in the Congress. 
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Retiring President Holland T. Jackson (left) turns over the gavel, A reception honoring President and Mrs. Jackson (left) was held Wednesday 

ymbol of the Academy presidency, to Incoming President Fount evening in the Gold and Nob Hill Rooms of the Fairmont. Others in the re- 

tichardson, at the inaugural ceremony in the Fairmont’s Terrace ceiving line were (left to right) New President and Mrs. Richardson, Board 
Chairman and Mrs. Walsh, and Retiring Vice President and Mrs. Cooper. 


Vice Speaker Horace Eshbach as toastmaster. Comedy sketches by 
Academy members, songs by Lucille Norman and dancing were high 
points of the evening. 


pea me lundreds of Academy members and their wives attended the Presi- 
SESE fent’s Reception. Lovely hors d‘oeuvres tables and dancing sparked 
he evening. 


resident and Mrs. Jackson entertained Board members and their wives 
ft a Sunday morning brunch in the Fairmont’s Garden Room. 
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A 4 ‘@! The annual Delegates’ Dinner was held Monday night, with Retiring 
| 
. Tuesday afternoon, 315 Century Club members were honored at a 
luncheon in the Mark Hopkins’ Peacock Court. The Academy-hosted 
.L = affair was planned for those who have contributed at least $100 to 
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« Mrs. Antonio J. Franzi, San Fran- 
cisco, was in charge of the de- 
lightful program arranged for the 
ladies. 


On Tuesday, four different sight > 
seeing tours offered the ladies a 
chance to see San Francisco, the 


a 
Over the weekend, Academy wives were served coffee and rolls at the 
ladies’ hospitality lounge in the Fairmont. 


Displays of prize-winning art and original jewelry designs made the 
ladies’ hospitality room at the Auditorium a special attraction. 


a 

The Venetian Room was filled for the ladies’ luncheon and fashion 
show. Seated at the guest table are: (clockwise) Mrs. John G. Walsh; 
Mrs. B. R. Stuehler; Mrs. George Christopher, wife of San Francisco's 
mayor; Mrs. L. M. Trauner; Mrs. Edgar Freuder; Mrs. Fount Richardson; 
Mrs. Holland T. Jackson; Mrs. Antonio J. Franzi; Mrs. Charles C. Cooper 
and Mrs. Albert E. Ritt. 


The Elizabeth Arden fashion show brought forth oohs and ahs at the 
Tuesday luncheon. Costumes for every occasion, from swimming to 
dancing, were featured. 
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Academy wives who took the Tuesday tours enjoyed late afternoon 
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THIs YEAR’s Congress of Delegates, faced with issues mostly 
involving standards of education for general practitioners, 
Hecided for the most part that there need be continued study 
Sind better understanding by the membership on these sub- 
Mmects before a decision is made either to accept or reject pro- 
posed changes. 
| These ponderous topics included a proposed Certifying 
Board in General Practice, increased graduate training for 
neral practitioners, higher Academy membership standards 
bd in-hospital training for practicing physicians. 
Lengthiest debate in reference committee hearings was on 
whe progress report of the Special Committee on Proposal for 
r Certifying Board in General Practice. This report, prepared 


by representatives of both the Academy's MUSE Committee 
ind the Section on General Practice of the American Medical 
Association, was presented as the MUSE Committee report 
ipon directive of the 1958 Congress. 

Upon recommendation of the Reference Committee on 
Miscellaneous Business, the delegates voted to reject four 
Rsolutions requesting action pro or con on such a board this 
jar. They then accepted the MUSE Committee's recommen- 
Sem tation that the progress report be accepted for information 

"ll inly and directed: 
atthe # = That copies of the report be distributed to every Academy 
member; 

That pages of GP be opened to debate, pro and con, on 
the question of a certifying board; 

That every member of the Academy wishing to suggest a 
course of action within or without the framework of a certi- 
fying board do so to the joint committee within the next 
nine months; 
| That the Board of Directors be authorized to continue its 
faison with the General Practice Section of the AMA on this 
mbject; and 
| That a report be submitted to the next meeting of the 
fongress of Delegates for its action. 

@) The Congress also adopted a resolution recommending 


ns “continued study be authorized concerning a Board of 


me Congress of Delegates Asks Better Understanding, More Study of Education Standards Issues 


General Practice.” In approving the annual report of the 
Committee on Liaison with Specialty Societies, the Congress 
recommended that the Academy continue liaison with the 
Advisory Board of Medical Specialties. 


Accept Future Training Program 


A proposed minimum graduate training program for gen- 
eral practitioners of the future was adopted by the Congress 
with little debate. However, long hours of discussion in ref- 
erence committee hearings resulted in revision of the report 
of the Committee on Minimum Uniform Standards of Edu- 
cation by the Reference Committee on Education. 

This report, which was prepared by the MUSE Committee 
and also studied and revised by the Commission on Educa- 
tion before submission to the Congress, calls for “a longer 
better-planned minimum graduate program than is contained 
in the one-year rotating internship” for future general prac- 
titioners. Recommended is “a period of at least two years of 
formal hospital training following attainment of the medical 
degree . . . in preparation for the general practice of medi- 
cine.” 

The report, as adopted, recommends that this minimum 
two-year program include “progressive training in the pre- 
ventive, diagnostic, therapeutic and rehabilitative aspects of 
medicine in a very broad sense, as well as training in obste- 
trics and surgery.” 

Further recommendations state that: “Training in obste- 
trics should include all phases of normal and abnormal as 
well as operative obstetrics. Training in surgery should offer 
the resident an increasing opportunity to develop sound 
training and experience in the principles and practice of 
surgery.” 


No Deadline Set 


Although accepting a proposed minimum graduate train- 
ing program for general practitioners of the future, delegates 


lepresentatives from every chapter except the District of Columbia gathered in the Fairmont’s Terrace Room for the Congress of Delegates. 


| | 
| 
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were not willing to set the date when these standards would 
become effective as applied to Academy membership eligi- 
bility. 

An amendment which would require candidates for active 
Academy membership who were graduated from medical 
school after January 1, 1965 to complete (in addition to one 
year of internship) two years of residency training or one 
year of residency training plus two years of practice was re- 
ferred to the Commission on Education for further study. 

At one session the delegates voted to table this amend- 
ment as well as a similar recommendation included in the 
report of the Commission on Membership and Credentials, 
thus rejecting the recommendation for adoption by the Ref- 
erence Committee on Constitution and By-Laws. 

In the final session, however, both the amendment and 
recommendation were removed from the table and referred 
to the Commission on Education with a plea that all dele- 
gates fully inform themselves on the subject before the 1960 
meeting of the Congress of Delegates. 


Revised In-Hospital Plan Adopted 


After extensive revision, a plan for in-hospital training for 
practicing physicians was adopted. This plan would provide 
for sponsorship by qualified senior staff members of young 
physicians desiring advancement in surgical privileges. 

The in-hospital training plan was submitted as a joint re- 
port of the Commission on Hospitals and the Commission 
on Education at the instruction of the 1958 Congress. 

General provisions of the plan were adopted without 
change. Special provisions concerning surgery, obstetrics and 
gynecology, medicine and pediatrics were revised by the Ref- 
erence Commitee on Hospitals to omit all references to spe- 
cific procedures to be considered “major” and “minor” or 
“Class I” and “Class II.” 

The delegates then voted to further revise the plan by de- 
leting any recommendation which would limit advancement 
in hospital privileges for the physician with no graduate 
training beyond a one-year internship. 

Changes were effected in the plan to make it sufficiently 
general in nature to be made applicable to varying local hos- 
pital conditions. 


Reaffirm Free Choice Stand 


Turning from the various aspects of education and mem- 
bership standards, the Congress took up the currently con- 
troversial problem of closed panel systems and the resulting 
curb on free choice of physician. 

Reaffirming its previous stand of insisting upon free 
choice of physician, and upon recommendation of the Refer- 
ence Committee on Public Policy, the delegates adopted a 
resolution asking that the Academy uphold free choice of 
physician as “a fundamental principle incontrovertible, unal- 
terable and essential to good medical care without quali- 
fication.” 

The Congress further instructed that a copy be sent to 
every member of the House of Delegates of the American 
Medical Association just prior to its June meeting in Atlantic 
City. 
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A second resolution concerning this subject was also 
adopted, calling for opposition to those portions of the “Re. 
port of the Commission on Medical Care Plans of American 
Medical Association” (commonly known as the “Larson Com- 
mission Report”) which would in any way compromise the 
free choice of physician. This resolution further asked that 
individual Academy members be urged to prevent adoption 
of such portions of this report at the next meeting of the 
AMA House of Delegates. 


Seek JCAH Nominations 


To insure general practitioner representation on the Joint 
Commission on Accreditation of Hospitals, the Congress, in 
a strongly worded resolution, requested the Board of Direc- 
tors to seek closer liaison with the American Medical As- 
sociation Board of Trustees. 

The resolution directed that “when general practitioner 
vacancies occur on the JCAH, that the Trustees of the AMA 
officially ask the AAGP Board for nominations for those 
positions.” 

Dr. John G. Walsh, chairman of the 1958-59 Board, re- 
ported that a petition for Academy representation on the 
Board of Commissioners of the JCAH was submitted to each 
of the four member organizations, as instructed by the 1958 
Congress of Delegates, and that the petition was rejected by 
these member organizations. 

The Reference Committee on Hospitals noted that the 
present JCAH Board of Commissioners includes two Acade- 
my members. However, it recommended that the Academy 
be allowed to nominate general practitioner representatives 
on the Joint Commission in the case of future appointments. 


Reject Representation Bid 


Following similar action taken by four previous Con- 
gresses, the delegates rejected an amendment and a resolu- 
tion calling for proportionate representation in the Congress 
of Delegates. Instead, they endorsed the present system by 
concurring with the following opinion of the Reference 
Committee on Constitution and By-Laws: 

The committee “takes recognition of the phenomenal 
growth in size and prestige of the Academy and of the sta- 
ture attained by the Congress of Delegates as now consti- 
tuted. Although delegates are elected by their constituent 
state chapters, they sit in the Congress not as representatives 
of a particular state chapter, but as officers of the American 
Academy of General Practice. The reference committee is of 
the opinion that the present system and establishment of the 
Congress is one of the basic concepts of the effectiveness of 
this organization and . . . recommends that it be continued 
in its present form.” 


Larger Insurance Committee 


In view of the continuing importance of the Academy's 
insurance programs, the delegates voted to amend the By- 
Laws to provide for a nine-man Committee on Insurance 
with staggered terms. The committee will: 

(1) Investigate, develop, prepare and conduct programs 
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of insurance and investment for the protection and benefit 
of Academy members, and 


(2) Encourage the enrollment of qualified members in 


Academy insurance and investment programs. 


Upon recommendation of the Reference Committee on 
Public Policy, the Congress also endorsed a new retirement 
savings plan to be called “The American Academy's Physi- 
cians’ Retirement Plan.” 

The reference committee also commended the Committee 
on Insurance for its report and stated that “the over-all in- 
surance policies presented to the Academy members are un- 
equalled in group coverage throughout the nation .. .”. 


fase Membership Transfer 
To facilitate transfer of membership, the ‘delegates fol- 


lowed the recommendation of the Reference Committee on 
Reports of Officers and Committees and directed that stan- 
dard rules of procedure for the transfer of members from one 
constituent chapter to another be established by the Commis- 
tion on Membership and Credentials and that a standard 
form be provided for such transfer of members by the na- 
tional organization. 


Miscellaneous Actions 


In other actions, the delegates: 

Strongly endorsed the Keogh-Si:opson Bill for self-em- 
ployed retirement benefits and urged delegates to contact 
their Senators in support of the bill. 

Amended the By-Laws to permit members who enter spe- 
cialty training or practice to retain affiliation with the 
Academy as “sustaining members.” 

Rejected an amendment which would permit directors to 
serve consecutive three-year terms. 

Rejected an amendment allowing selection of commission 
thairmen from other than members of the Board of Direc- 
ors and expressed confidence in the present procedure. 

Endorsed the procedure outlined by the Commission on 
Membership and Credentials for giving “Certificates for 
Meritorious Service” to honor men who have rendered meri- 
brious service to the Academy and its chapters and, upon 
lecommendation of the commission, voted to give such an 
iward to Dr. James R. Garber of Alabama. 

Referred to the Commission on Legislation and Public 
Policy for further study a resolution regarding adoption of 
t motto, “Family Doctors Dedicated to Family Health” and 


L resolution concerning promotion of a “Family Doctor 
eek.” 


Other resolutions adopted— 


Urged family doctors to participate in teaching functions 
of medical trainees and in civic and religious duties; 

Recommended that medical school instructors spend time 
with private physicians observing actual problems of private 
practice; 

Reaffirmed approval of establishing general practice de- 
partments in hospitals, with credit for attendance of meet- 
ings of such departments; 


Requested that legislators, employers and labor unions be 
urged to eliminate arbitrary retirement age; 

Supported principle of surgical preceptorships for general 
practitioners; 

Expressed appreciation to Mead Johnson & Company and 
Ross Laboratories, Inc. for award programs; 

Extended best wishes to Dr. Charles N. Wyatt of Green- 
ville, S. C., who was unable to attend this year’s meeting be- 
cause of ill health; 

Expressed sympathy for Dr. J. P. Sanders, past president, 
for the recent loss of his wife; 

Extended best wishes and appreciation to Dr. Thomas E. 
Rardin of Columbus, Ohio (a founder of Abstracts) who 
is seriously ill and will soon undergo radical surgery. 


Reference committee chairmen met with Speaker James Murphy and 
Vice Speaker Horace Eshbach to discuss their respective duties. Those 
present were: (seated, left to right) Drs. Richard P. Bellaire, Saranac Lake, 
N. Y., Constitution and By-Laws; Robert A. Price, Phoenix, Ariz., Cre- 
dentials; Horace Eshbach and James Murphy; (standing, left to right) 
Drs. John O. Milligan, Seattle, Wash., Education; Bernard Harpole, Port- 
land, Ore., Officers and Committees; James G. Simmons, Fitchburg, 
Mass., Rules; John W. Rice, Jackson, Mich., Hospitals; Herbert W. 
Salter, Cleveland, Ohio, Miscellaneous Business; Julius Michaelson, Foley, 
Ala., Sergeant-at-Arms; William A. Sams, Marshall, N.C., Sergeant-at- 
Arms; and Ralph J. Lum, Santurce, Puerto Rico, Tellers. 


Congress sessions moved with dispatch and harmony. At the speaker's 
table are: (left to right) Vice President Charles C. Cooper, Miss Helen 
Cobb, Executive Director Mac F. Cahal, Speaker James D. Murphy, 
Vice Speaker Horace Eshbach, President Holland T. Jackson, Board 
Chairman John G. Walsh and President-elect Fount Richardson. 
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Committee on Education: (left to right) Drs. Thomas A. Sappington, 
Thomaston, Ga.; Harold E. Jervey, Columbia, $.C.; Leland S$. Evans, Las 
Cruces, N.M.; John O. Milligan, chairman, Seattle, Wash.; secretary; 
Drs. Herman E. Drill, Hopkins, Minn.; and Amos Johnson, Garland, N.C. 


Committee on Reports of Officers and Committees: (left to right) Drs. 
C. H. Stark, Cedar Rapids, la.; James M. Kolb, Clarksville, Ark.; Bernard 
P. Harpole,. chairman, Portland, Ore.; secretary; Drs. Frank H. Green, 
Rushville, Ind.; and Carlos E. Fuste, Jr., Alvin, Tex. 


- 


Committee on Constitution and By-Laws: (left to right) Drs. Arthur P. 
Reding, Marion, S.D.; Edwin R. Connors, Bridgeport, Conn.; Clyde W. 
Miller, Wichita, Kan.; Richard P. Bellaire, chairman, Saranac Lake, N.Y.; 
secretary; Drs. Carroll L. Witten, Louisville, Ky.; and Harry R. Soltero, 
Billings, Mont. 
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Committee on Miscellaneous Business: (left to right) Drs. John B. Jacobs, 
Lansdale, Pa.; R. W. Henderson, Bismarck, N. D.; Herbert W. Salter, 
chairman, Cleveland, Ohio; secretary; Drs. Thomas H. Blake, St. Albans, 
W. Va.; and Marshall O. Hart, Tulsa, Okla. 


a 
Committee on Public Policy: (left to right) Drs. W. M. Dabney, Crystal 
Springs, Miss.; Walter W. Sackett, Jr., Miami, Fla.; J. Allison Cary, chair- 
man, Morgan Hill, Calif.; secretary; Drs. R. M. Maul, Denver, Colo.; and 
Thomas G. Harvey, Caribou, Me. 


Committee on Hospitals: (left to right) Drs. James M. Perkins, Denver, 
Colo.; Robert E. Verdon, Cliffside Park, N.J.; Leath D. Nelson, Ogden, 
Utah; Marjorie E. Conrad, Wilmington, Del.; John W. Rice, chairman, 
Jackson, Mich.; Mrs. Annette Branham, Assembly staff, and Dr. Thomas 
S. Keenan, Rutland, Vt. 


| 
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Trends and Events in the Nation’s Capital 


| From GP’s Special Washington Correspondent 


SoME MEMBERS of Congress seem to have the idea that 
Uncle Sam is being gouged by physicians performing 
Medicare services for military dependents. 

This is indicated by a report of the House Appro- 
priations Committee, and particularly by questioning 
of government witnesses by Rep. Albert Thomas (D- 
Tex.) chairman of a subcommittee that held hearings 
on Medicare funds. 

“The Committee is concerned at the high cost of 
caring for military personnel and their dependents in 
civilian hospitals, and the high fees that have been 
allowed in the Medicare program,” its report stated. 
“The Committee has gained the impression that little 
or no effort has been made to obtain reasonable rates 
for fees and expenses.” 

Hearings upon which the criticism is based were 
held behind closed doors on February 25, 1959. Re- 
cently a transcript of the interrogations became avail- 
able and the following excerpts illustrate the subcom- 
mittee’s attitude—particularly Chairman Thomas’— 
toward Medicare’s fee system. 

(Exchange between Representative Thomas and 
Col. Norman E. Peatfield, professional director of the 
Medicare office) : 

Tuomas: Now, Colonel, will you advise us about 
these costs, the hospital costs themselves, and the doc- 
tors’ costs as well as the medical costs? ... Will you 
please break the cost down now between the cost of the 
hospitals and the actual extra cost for medicine. I pre- 
sume, then, that there are the good old doctors’ costs? 

PeatriELD: Mr. Chairman, I am afraid that I came 
over here prepared to give a statement on a different 
portion of the budget on the Medicare program than 
you have asked. I am not in the fiscal part of it. General 
Wergeland is the executive director, and he is the one 
that is competent to qualify to speak on the budget. I 
had understood that there were some questions on fees 
and the negotiation of fees. 

Tuomas: Yes, tell us about that. They tell me you 
have an appendectomy fee of how much? 

PEATFIELD: The appendectomy fee, sir, would differ 
possibly with every state. There may be some states 
where the appendectomy fee would be the same. We 
do not set up a fee or a schedule charge for an appen- 
dectomy that is the same throughout the country. We 
negotiate these fees for each state with whom we have 
a contract. 

Tuomas: You mean an appendicitis is different in 
New York than it is in Texas? 
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PeatrieLD: The physicians sometimes think it is 
worth more or less in different states, yes, sir. 

Tuomas: As far as I am concerned they can have 
mine. 

PEATFIELD: We have 53 contracts in effect for paying 
physicians. 

Tuomas: What is the cheapest and what is the high- 
est and give us the states where it is the cheapest and 
the states where it is the highest and then the middle 
state and call it by name and give us the figure. 

PeatriE.D: I would have to refer to some additional 
material, sir. 

Tuomas: Are you in the process of negotiating any 
higher medical fees now than you had last year? 

PEATFIELD: No, sir. 

Tuomas: Was there a general increase or decrease 
in medical fees? (He was referring to contracts exe- 
cuted for the calendar year 1959). 

PeatrieD: I would say that physicians’ fees are in 
general— this is throughout the country—up. 

Tuomas: About how much? 

PeatrieLD: About 5 per cent. 

Tuomas: Would it create a revolution if we were to 
write in this bill that all armed services medical bills 
remain the same, or put a prohibition in the bill to the 
effect that there will not be an increase in medical 
services in calendar year 1959 over and above those in 
calendar year 1958? What do you think about that? 

PEaTrFiELD: I am not ina position, sir, to answer that. 

Tuomas: You do not think the doctors would fail to 
render services to the sick because of that provision, do 
you? 

PEATFIELD: I can not speak on that, sir. 

Tuomas: Well, when you were negotiating those 
fees did you indicate that, perhaps, the fees were high 
enough, or what? 

PEATFIELD: The fees were negotiated, sir— 

Tuomas: Who does the negotiating? Did you do the 
negotiating ? 

PeatFiELD: No, sir, I did not. They were negotiated 
on the basis that the cost would be the going rate in 
that particular area for an income group of about 
$4,500 per year, and these fees were negotiated with 
representative groups of the medical societies of each 
of these states. 


Another Watchdog Heard From 


Congressman Thomas furnished no particulars in 
support of his contention that Medicare fees allowed 
under Army contracts with state medical societies and 
other intermediaries are exorbitant. It should be noted 
that he did not insert language in the appropriations 
bill—as he intimated might be done—placing a statu- 
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FOR INTENSE 
LOCALIZED 


GERMICIDAL 


the Birte 


i 

PROVEN 

EFFICACY 

IN A 

QUARTZ | 
OF 
CONDITIONS inexpensive, 
self-contained 
ultraviolet spotlight 


A valuable adjuvant in the treatment of Fungi, Acne, Eczema, 
Ringworm, Impetigo, Herpes Zoster, Erysipelas and other skin 
diseases, as well as infections, wounds and even bruises. Pro- 
duces desirable erythema with minimum pigmentation, allow- 
ing for better consistency in successive treatments. With the 
Woods’ filter (available as an optional accessory), a valuable 
diagnostic tool. 


A collection of medical journal reprints on 
the subject of ultraviolet therapy is avail- 
able and will be sent to you on request. 


THE BIRTCHER CORPORATION Dept. GP-459 
4371 Valley Boulevard 
Los Angeles 32, California 


Please send me your collection of medical journal 

reprints on the subject of utraviolet therapy and di- 

sae escriptives on The Spot-Quartz 
mp. 


@ Produces first degree erythema at contact in 6 
seconds. Ideal for administering to localized 
areas in any desired degree. 

© Lightweight, weighs less than 3 pounds, no addi- 
tional transformers or equipment. As easy to 
use as a flashlight. 

@ Ultraviolet emission in the germicidal band of 
2540 Angstroms. 
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tory curb on professional services that may be per- 
formed. 

By sheer coincidence, disclosure of these critical 
observations on Medicare fee schedules came in the 
same week that a different House committee received 
a similar commentary from the General Accounting 
Office. 

The U.S. Comptroller General, popularly known as 
“The Watchdog of the Treasury,” recently supervised 
a thorough review of the contract between Medicare, 
Illinois State Medical Society and Illinois Medical 
Service. In filing a report on this study with House 
Speaker Sam Rayburn, who forwarded it to the Com- 
mittee on Government Operations, Comptroller Gen- 
eral Joseph Campbell raised the question whether fee 
allowances for maternity care were too high. 

He pointed out that two-thirds of maternity fee 
claims by physicians were for amounts considerably 
less than the fee schedule maximums. Scrutiny was 
given claims submitted in April and July, 1957, and 
January, 1958. During these months 38 per cent of all 
claims were for maternity services. 

“The larger number of physicians submitting claims 
or less than allowable fees included in the contract 


and the variances between those fees and the amounts 
claimed led us to the belief that the schedule of allow- 
able fees should be revised,” says the General Ac- 
counting Office report to Congress. 


Push TB Immigrant Bill 


Sen. John F. Kennedy (D-Mass.) is sponsoring a bill 
that would permit foreigners suffering from tubercu- 
losis who have close relatives in this country to enter 
as immigrants, under certain conditions. They now 
have that privilege, on a trial period basis, but it will 
expire June 30 unless the Kennedy bill is enacted. 

In order to qualify for admission, the tuberculous 
immigrant must furnish assurances that adequate med- 
ical care will be supplied to him in the U.S., financial 
arrangements for such care have been made, and he 
will enter upon appropriate medical care at once and 
remain under treatment until discharged. 

Senator Kennedy said 1,567 persons have been ad- 
mitted to date under these terms and there have been 
only six cases of noncompliance with regulations. 


Also see the AMA Washington Report, page 259. 


AAGP Co-Sponsors Conference on Using TV in 


In view of its continuing recognition of the need for 
improved medical communications, the Academy was 
cosponsor of the nation’s First Invitational Con- 
ference on Television and Postgraduate Medical Edu- 
cation February 28—March | at the National Institutes 
of Health in Bethesda, Md. 

The Academy, represented by its Commission on 
Education, served as sponsor with the Institute for Ad- 
vancement of Medical Communication of New York 
City. 

The two-day conference was limited to a group of 
50 persons so that it could be conducted informally 
and allow complete freedom in discussing the tech- 
nical and practical aspects of using television in med- 
ical education. 

Serving as Academy representatives were Dr. Carle- 
ton R. Smith of Peoria, Ill., chairman of the Com- 
mission on Education; Dr. Horace Eshbach of Drexel 
Hill, Pa., a commission member and Mr. Charles 
Nyberg of Kansas City, secretary of the commission. 

The discussions seemed to point out that the use 
of live television and kinescopes work with a great deal 
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Postgraduate Education 


of success in several medical schools and at medical 
centers of the Army and Navy, but considerable work 
lies ahead before similar programs can be worked out 
for practicing physicians throughout the nation. 

Dr. Murray C. Brown of National Institutes of 
Health served as chairman of the conference. 


TV in Medical Teaching— The limitless possibilities in using tele- 
vision for the continuing education of practicing physicians is 
brought out through its use in medical schools. Here at the Univer- 
sity of Kansas Medical Center is shown the experimental use of 
black and white television in the teaching of psychiatry. TV has been 
used as a teaching medium at KU Medical Center since 1949. 
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moderate low-fat 
cereal and 

milk serving 


Medical and nutrition authorities now include the 
cereal and milk serving when a moderate reduction 
of dietary fat is indicated. This dish is recommended 
because it is moderately low in dietary fat. Few foods 
can better its well-balanced nutritional contribution 


as shown in the table below. It furnishes approxi- 
mately 10 per cent of the recommended daily allow- 
ances of protein, important B vitamins, essential 
minerals; and it also provides quick and lasting 
energy. Served with nonfat milk, the fat content 
is very low.* 


*Nonfat (skim) milk, 402., reduces the Fat value to 0.1 gm. 
of 


ow 

3 Br! 


33 


$3333 


**Based on Pp average 


cereals on dry weight 


Cereal Institute, Inc.: Breakfast Source Book. Chicago: Cereal Institute, Inc., 1958. 
Hayes, O. B., and Rose, G. K.: Supplementary Food Composition Table. J. Am. Dietet. A. 33:26, 1957. 
Watt, B. K., and Merrill, A. L.: Composition of Foods-Raw, Processed, Prepared. U.S.D.A. Agriculture Handbook 


No. 8, 1950. 


CEREAL INSTITUTE, INC. 


135 South La Salle Street, Chicago 3 


A research and educational endeavor devoted to the betterment of national nutrition 
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The first day’s sessions were devoted to technical 
developments and production of programs. The dem- 
onstrations were primarily given by professional people 
from Walter Reed Army Medical Center and National 
Naval Medical Center. 

Authorities in this field such as Lt. Cmdr. Edward 
Bird, MC, USN, Naval Medical Center; Dr. Brown; 
Dr. Paul Shafer, Walter Reed Army Medical Center 
and representatives of the electronics industry and the 
national networks demonstrated new technical devel- 
opments. 

Just recently Dr. Bird gained considerable Academy 
recognition at the Scientific Assembly in San Francisco 
where he made a television presentation on space 
medicine. 

Production techniques were covered at the confer- 
ence by Dr. Shafer; R. R. Curtis, Walter Reed Army 
Medical Center; Robert A. Reath, Smith, Kline and 
French Laboratories; Stephen Schwartz, Medical Ra- 
dio and Television Institute and Dr. Leo Leveridge, 
Chas. Pfizer and Co. 

The technique of televising from medical school en- 
virons was covered in discussions by three well-known 
experts in that field—Dr. Bernard Dryer, Western 
Reserve University; R. A. Kolvoord, University of 
Texas and Dr. David Ruhe, University of Kansas. 

The second day was devoted to the problem of 
reaching the practicing physician. Here, the Acad- 
emy’s Dr. Carleton Smith described the Academy’s 
postgraduate requirements and programs and talked 


about the interest of general practitioners in post- 
graduate education. 

Dr. Frank Woolsey of Albany Medical College also 
spoke on how to reach the practicing physician. Dr. 
Woolsey’s contribution was based on the two-way radio 
program which he directs. He pointed up the fact that 
the program must present what the doctor needs and 
can use. He also pointed out the value of participation 
by the student doctor. 

Other morning speakers included Dr. Frank War- 
ren; Dr. Robert Craig, New York Academy of Medi- 
cine; Lewis Blair, Walter Reed Army Medical Center 
and Dr. Ruhe of Kansas. The latter evaluated the ex- 
perience thus far in medical education. 

The medical educators in television, such as Dr. 
Dryer of Western Reserve and Dr. Ruhe of Kansas, 
are looking for a large grant that will enable them to 
expand their programs to practicing physicians. 

It is hoped that the new Institute for Advancement 
of Medical Communication will act as a central agency 
to secure support from foundations, pharmaceutical 
firms, medical associations, national broadcasting sys- 
tems, electronic manufacturers and the Federal Com- 
munication Commission. 

It will be up to Dr. Richard H. Orr, executive di- 
rector of the institute who summarized the conference, 
to see if he can obtain support for developing a bibliog- 
raphy of available material and personnel, a handbook 
on television in postgraduate medical education, then 
support for the programs themselves. 


AMA General Practice Section Expands Its Program for Atlantic City 


Tue Section on General Practice of American Medical 
Association has announced an expanded scientific pro- 
gram which will cover four days— June 9-12—during 
the annual AMA meeting next month in Atlantic City. 
Previously, the section has held a three-day pro- 
gram. This year’s program, which provides Category 
I credit for attending Academy members, includes 
nearly 40 guest speakers and some of the largest joint 
meetings ever held. 
The first session on Tuesday, June 9, will include a 


Samuel A. Garlan, M.D. 


business meeting, report of the delegate, election of dense Salk, (AB, 
As chairman of the Section officers and the chairman’s address. Dr. Samuel A. Indicative of the many well- 
” General Practice, Dr. Garlan of New York, the section chairman, will speak known physicians who will 
Carlan’s address will open on “General Practice—in the United States and appear on the General Prac- 


the four-day scientific pro- 


; tice Section program, Dr. 
gram in Convention Hall, Abroad.” f Jonas Salk of Pittsburgh 
Atlantic City, to be held June Other section officers, all of whom are Academy will speak at the opening 
$12. members, are Dr. Thomas Goldsmith, Greenville, day symposium on viruses. 
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ou take it for granted that today’s medical instru- 


mentation is basically accurate and reliable. But 
beyond these expected fundamentals, the dependability — 
usefulness —and convenience of any instrument 
depends almost wholly on how much the instrument 
manufacturer knows of your needs and how well he 
has applied this knowledge. For more than 40 years, 
Sanborn Company has asked the general practi- 
tioner and medical school teacher... the cardiologist 
and researcher. . . the industrial physician and clini- 
cian, what they particularly need for greatest usefulness 
and value in diagnostic and research instrumenta- 
tion. The instruments shown here are typical Sanborn 
answers to these needs .. . exemplified in the field 
of cardiography by the Model 300 Visette — the first 
ECG to make ‘‘18- pound portability’’ a practical 
reality. Since its introduction less than two years ago, 
the Visette has literally become the ‘‘travelling 
diagnostic companion’’ of over 4000 of your colleagues. 
When you choose any instrument to provide you 
with information for diagnosis and research, consider 
the instrument’s background and past —as a good 
gauge of its future value to you. Sanborn Company, 
Medical Division, 175 Wyman Street, Waltham 54, 
Massachusetts. 


SANBORN COMPANY 
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S. C., vice chairman; Dr. E. I. Baumgartner, Oakland, 
Md., secretary; Dr. Lester D. Bibler, Indianapolis, 
delegate and Dr. I. Phillips Frohman, Washington, 
D. C., representative to Scientific Exhibit. 

The executive committee is comprised of Dr. Charles 
E. McArthur, Olympia, Wash. and Drs. Garlan, Gold- 
smith, Baumgartner and Bibler. 

All sessions of the General Practice Section will be 
held in the Ballroom in Atlantic City’s Convention 
Hall. The following program is scheduled: 


*Tuesday June 9 
1:30 p.m. 


Business MEETING 
Report of Delegate 
Election of Officers 


CuairMAN’s Appress— “General Practice—in the Unit- 
ed States and Abroad’’ 
Dr. Samuel A. Garlan, New York 


SYMPOSIUM ON THE VIRUSES 

“Present Status of Polio Vaccine and Research”’ 
Dr. Jonas Salk, Pittsburgh 

**Adeno Viruses”? 
Dr. Harold Ginsberg, Cleveland 

“Entero Viruses”? 
Dr. Robert Heubner and/or Dr. Leon Rosen, Be- 

thesda, Md. 

“Acute Exanthemata’’ 
Dr. Franklin Neva, Boston 

“Influenza, Para Influenza, Myxo Virus Group”’ 
Dr. Robert Chanock, Bethesda, Md. 


Topic—‘‘A Standard Height and Weight Table for Ages 
65-94, Weight, Height, Body Build, Blood Pressure 
and Mortality in Apparently Healthy Subjects 65 to 
106 Years’’ 

Dr. Arthur M. Master, New York 


Topic— ‘‘Beck Operation for Coronary Heart Disease: 
Long Term Results (three to five years) After Operation 
in a Series of 110 Consecutive Patients’? 

Dr. Bernard F. Brofman, Cleveland 


Toric— ‘Clinical Use of Dexamethasone’? 
1. Its Role in Arthritis 
Dr. Edward W. Boland, Los Angeles 
2. Inflammatory Diseases of the Eye 
Dr. Dan M. Gordon, New York 


*Wednesday June 10 
2 p.m. 


Jowvr MEETING WITH THE SECTIONS ON EXPERIMENTAL 
MEDICINE AND THERAPEUTICS, GASTROENTEROLOGY AND 
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Procro.tocy, INTERNAL MEDICINE, PATHOLOGY AND 
PHYSIOLOGY, AND RADIOLOGY 


Symposium ON Hepatic Diseases 
Conjugation and Excretion of Bilirubin”? 
Dr. David Schachter, New York 
“‘Hepatic Coma: Its Physiological and Chemical Basis’ 
Dr. Samuel P. Bessman, Baltimore 
“Current Problems in Hepatic Pathology”’ 
Dr. I. N. Dubin, Philadelphia 
“Current Knowledge of Viral Hepatitis”’ 
Dr. Joseph Stokes, Jr., Philadelphia 
“Radiography in the Diagnosis of Hepatic Disease”’ 
Dr. John R. Hodgson, Rochester, Minn. 
*‘Newer Concepts of Cirrhosis’? 
Dr. Gerald Klatskin, New Haven, Conn. 


PaneL— “Discussion on Hepatic Diseases”? 
Moderator: Dr. Cecil Watson, Minneapolis 
Panelists: Drs. David Schachter, Samuel P. Bess- 
man, I. N. Dubin, Joseph Stokes, Jr., John R. Hodg- 
son and Gerald Klatskin 


*Thursday June 11 
9 a.m. 


Jomnt MEETING WITH THE SECTIONS ON ANESTHESIOL- 
oGy, DiszasEs OF THE CuEst, NERVOUS AND MENTAL 
DisEases, OssTETRICS AND GYNECOLOGY, PEDIATRICS, 
AND PREVENTIVE MEDICINE 


SYMPOSIUM ON CHILDBIRTH— PROGRESS IN MANAGEMENT 
Moderator: Dr. Nicholson J. Eastman, Baltimore 
**The Prenatal Period”? 
General Scope— Biometrics— Dr. Edwin F. Daily, New 
York 
Nutritional Aspects—Dr. Bacon F. Chow, Baltimore 
Maternal Respiration—The Diaphragm— Dr. Cole- 
man B. Rabin, New York 
Mental and Nervous Aspects—Dr. A. S. Norris, lowa 
City 
Discussion 
“The Natal Period’’ 
Obstetrical Anesthesiology—Dr. William A. Cull, 
Cleveland 
The Heart in Pregnancy and Childbirth— Dr. Thomas 
M. Durant, Philadelphia 
Management of Labor and Delivery-Progress—Dr. 
Edward Davis, Chicago 
Fetal Aspect—Dr. W. R. Hepner, Columbia, Mo. 
Discussion 
**The Postnatal Period’’ 
General Scope—Dr. Alice D. Chenoweth, Washing- 
ton, D. C. 
Newborn Cerebral Problems—Dr. Paul M. Ellwood, 
Minneapolis 
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it won't hurt... 
this you can 
promise 


CURAD itn ELF his the one adhesive bandage that will not stick to wounds 


All that touches the wound is the thin plastic film 
CUR If} _of the Telfa Pad. This perforated film allows drain- 
Inske age to pass into the highly absorbent dressing, but 
Taree allows no gauze threads to become rooted in healing 
tissue. Wound stays dry, heals faster. 
A Curad Plastic Bandage comes off as gently as 
it goes on. Consistently. 


For larger wounds—TELFA Sterile Pads 
(same principle, same promise) 


Bauer « Black 
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Resuscitation— Dr. Virginia Apgar, New York 
The Newborn—Dr. Clement A. Smith, Boston 
Discussion 


*Friday June 12 
9 a.m. 


Jownt MEETING WITH THE SECTIONS ON ORTHOPEDIC 
SURGERY AND PHYSICAL MEDICINE 


SYMPOSIUM ON ATHLETIC INJURIES 
Moderator: Dr. Don H. O’Donoghue, Oklahoma City 
“Report of Activity of Committee on Sports Injury’? 
Dr. Allan J. Ryan, Meriden, Conn. 
“Athletic Injuries at the High School Level’? 
Dr. Andrew Tomb, Victoria, Tex. 
“Training Methods”? 
Dr. Kenneth B. Rawlinson, Norman, Okla. 
“The Therapeutic Employment of Brief Maximal Iso- 
tonic Exercises 
Dr. Donald L. Rose, Kansas City 
“Prevention of Athletic Injuries”? 
Dr. Robert Brashear, Knoxville, Tenn. 
Discussion 
“The Baseball Shoulder’? 
Dr. Rex L. Diveley, Kansas City 
“Treatment of Injuries of the Shoulder Girdle’? 
Dr. Carl Badgley, Ann Arbor, Mich. 
“Treatment of Injuries to the Knee’? 
Dr. Thomas B. Quigley, Boston 
“Rehabilitation of Athletes with Patellar Injuries”’ 
Dr. Donald Lannin, St. Paul 
Panel Discussion 
“Demonstration of Protective Equipment and Strapping”? 
Dr. Rawlinson 


Medical News in Small Doses: 


Reports INDICATE that the Arizona Board of Regents 
plans to engage a group of experts to study the possi- 
bility of establishing a medical school in the state. The 
State Medical Society has agreed to support establish- 
ment of such a school and has voted $1,000 to aid in 
the preliminary study. Arizona is one of ten states in 
the country and one of the seven western states coop- 
erating in the Western Interstate Commission on 
Higher Education without a medical school. ... Ina 
goodwill gesture a mothballed Navy hospital ship, the 
Consolation, is being outfitted as a floating medical 
school for a year-long visit to underprivileged coun- 
tries of Southeast Asia. The project designated as 
Hope is being sponsored by The People-to-People 
Health Foundation in response to a call from President 
Eisenhower. It will be a team effort. The Navy will 
take the Consolation out of mothballs and supply her 
without charge. American President Lines has offered 
to operate the vessel at cost. She will be equipped with 
laboratories and operating rooms and 800 hospital 
beds. The ship is to visit only those countries to which 
she is invited by the medical profession. . . . In South 
Dakota, Governor Ralph Herseth has appointed Acad- 
emy Member John C. Hagin of Miller to the state’s 
Board of Charities and Corrections. . . . A recent issue 
of the Grail, a magazine on Catholic marriage, carries 
the article of Dr. Louis F. Rittelmeyer, Jr. of Jackson, 
Miss. on “Choosing a Family Doctor.” Member Rittel- 
meyer is director of the Section on General Practice at 
the University of Mississippi. ... Medical Economics 
plans to publish a report of the article, ‘“‘Brainwashing,” 
which was published recently in the Oklahoma Family 
Doctor. Its author is Dr. Charles E. Wilbanks of Tulsa, 
who has just retired as president of the Oklahoma 
Academy of General Practice. . .. A recent communi- 
cation from St. George’s Mission Hospital in Punalur, 
India tells of its need for literature and equipment. 
Dr. T. K. Thomas, the medical superintendent, re- 
ports the number of out-patients and in-patients in- 
creased during the past year, making more equipment 
and replacement of worn-out equipment extremely 
urgent. There is also a need for medical books and 
magazines in the hospital library. . . . Dr. Robert 
Boggs, a former dean of New York University Post- 
graduate Medical School, has been named by National 
Fund for Medical Education as director of its basic 
research program. . . . A $34.5 million hospital im- 
provement plan for Greater Minneapolis, thought to 
be the most ambitious metropolitan hospital develop- 
ment program in the United States, is assured as a 
result of over $17 million in voluntary contributions. 
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“You won't need 
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When hemorrhoids disturb ee 
an otherwise smooth 
pregnancy, a touch of 

bi Americaine relieves the pain... 


in minutes...for hours! 
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News from the State Chapters 


Past PreswwenT Holland T. Jackson of Ft. Worth, Tex. 
was both a scientific speaker and the guest banquet 
speaker at the recent 11th annual meeting of the 
Oklahoma chapter in Oklahoma City. (See cut.) 

Held at the Biltmore Hotel on February 2 and 3, the 
business portion of the meeting was scheduled follow- 
ing a breakfast on the second day. The following new 
officers were elected: Drs. Roger Reid, Ardmore, 
president ; Robert T. Sturm, Oklahoma City, presiacat- 
elect; William R. Cheatwood, Duncan, vice president 
and Arnold G. Nelson, Midwest City, secretary- 
treasurer. 

As chairman of the scientific program, Dr. P. D. 
Casper arranged for the following speakers to appear 
on the morning program: Drs. Walter M. Watts, ortho- 
pedic surgeon, Asheville, N. C., “Taking the Head- 
ache out of the Backache” ; Robert B. Greenblatt, pro- 
fessor of endocrinology, Medical College of Georgia, 
Augusta, “Some Newer Concepts of the Menopause 
and its Management” and Oscar Sugar, professor of 
neurologic surgery, University of Illinois College of 
Medicine, Chicago, ‘Headache of Cervical Origin.” 

Dr. Charles E. Wilbanks, retiring president of Okla- 
homa chapter, presided at a round-table luncheon 
following the morning presentations. Despite the fact 
that icy highways had limited overall registration to 
205 persons, this luncheon was a sell-out. (See cut.) 

Other scientific speakers and their topics on the 
first day were: Dr. Stanley E. Roberts, Fullerton, Calif., 
“How to Look for the Diseased Thyroid, and What To 
Do With It”; Dr. Jackson, ‘Management of the Coro- 
nary Thrombosis Patient” and Dr. G. O’Neil Proud, 
professor of otorhinolaryngology and chairman of the 
department of otorhinolaryngology, University of Kan- 
sas Medical Center, Kansas City, “Signs and Symp- 
toms of Ear, Nose and Throat Malignancy.” Dr. 
Greenblatt again spoke, this time on ‘The Differential 
Diagnosis of Hypoovarianism and Turner’s Syn- 
drome.” 

First speaker on the second day of the program was 
Dr. Harris D. Riley, professor of pediatrics and chair- 
man of the department of pediatrics, University of 
Oklahoma, Oklahoma City, “Recent Advances in 
Antimicrobial Therapy” and ‘‘Subdural Hematoma in 
Infancy.” Drs. Roberts, Watts, Sugar and Proud again 
spoke; their topics were, respectively: “The Closed 
Traumatized Abdomen,” ‘The Shoulder Problem and 
the Problem Shoulder,” ‘‘Treatment of Subarachnoid 
Hemorrhage” and ‘Management of Recurrent Acute 
Otitis Media.” Dr. Reid presided over the Tuesday 
round-table luncheon. 
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Dr. Jackson Addre Okliah i} diate Past President 
Holland T. Jackson of Ft. Worth, Tex. was guest speaker at the 11th 
annual meeting of Oklahoma chapter recently. Shown at the head 
table with him are, left to right: Mrs. V. M. Ruthertord, wife of the 
retiring secretary-treasurer; Mrs. Roger Reid; Dr. Roger Reid, newly- 
installed president of Oklahoma chapter; Dr. Charles E. Wilbanks, 
outgoing president, and Dr. Jackson. 


Sooners Sign In—Oklahoma chapter members braved icy high- 
ways to get to their annual meeting February 2 and 3. The meeting 
was held at the Biltmore Hotel in Oklahoma City. 


Banquet Crowd—The Oklahoma chapter’s annual banquet drew a 
capacity audience. Dr. Holland T. Jackson, guest speaker, is shown 
at the speaker’s rostrum. Dr. Jackson was also a member of the 
group of scientific speakers appearing on the two-day program. 
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AUNT 


Good-natured Aunt Felicia used to pooh-pooh talk about how 
hard it was to have children. She said all she ever minded 
was the miserable “heartburn” she had through every one of 
her nine pregnancies. 


Of course today, in the prenatal care of her granddaughters, 
you can effectively control “heartburn” of pregnancy with 
pleasant-tasting Gelusil . . . the antacid adsorbent Aunt Felicia 
should have had. 


Gelusil is all antacid in action . . . contains no laxative . . . does 
not constipate. Prescribe Gelusil with confidence for every 
patient’s use at home and in the hospital. The choice of mod- 


ern physicians for every antacid need. 
GELUSIL 


the physician’ s antacid 


MORRIS PLAINS. 


FELICIA 
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Dr. George R. Randels of Midwest City was chair- 
man of the entertainment and banquet which, in addi- 
tion to Dr. Jackson’s speech, (see cut) featured enter- 
tainment by the Bagwell Gypsies. 

Dr. Nolen L. Armstrong of Oklahoma City was gen- 
eral chairman of the entire meeting. Dr. Jack G. Glas- 
gow of Oklahoma City was in charge of the exhibits 
and equipments for the program. 

Ladies entertainment, under the direction of Mrs. 
P. D. Casper, featured a brunch with special music and 
a monologue by Mrs. Elmer Capshaw. 

p The Bedford Springs Hotel in Bedford, Pa. is the 
site of the 11th annual Pennsylvania chapter meeting 
being held this month. 

The congress of delegates convened April 29; the 
scientific program is being held May 1-May 2. 

Scientific speakers and their topics on the first day 
in the section on management of automotive injuries 
are: Drs. Richard Flandreau, Misericordia Hospital, 
Philadelphia, ‘““The Reception and Early Management 
of Automotive Injuries”; Paul W. Braunstein, New 
York Hospital, Cornell University Medical College, 
New York City, “Research on Automobile Crash In- 
juries”; Jesse W. Mahoney, Bellevue Hospital, New 
York City, “Blunt Trauma of the Chest and Abdo- 
men”’; Preston Wade, Cornell University Medical Col- 
lege, “Treatment of Multiple Injuries,” and James 
McCarroll, Cornell University Medical College, ‘The 
Study of Pedestrian Fatalities.” 

Speakers in the section on cardiology are Drs. Rich- 
ard A. Bloomfield, Boston, ‘‘After Care of Myocardial 
Infarction”; Charles M. Fox, Jr., New York Medical 
College, ‘Practical Management of Fluid Balance and 
Use of Diuretics”; Seymour H. Rinzler, New York 
City, “A Practical Approach to Nutrition in Coronary 
Heart Disease” and Robert M. Parker, Mayo Clinic, 
Rochester, Minn., “Current Views on Cardiac Surgery 
for the Generalist.” 

Dr. N. A. Karakashian, The Eye Hospital, Phila- 
delphia, speaking on “Recent Findings in Glaucoma 
for the General Practitioner”’ appears in the section on 
ophthalmology. 

The following four speakers appear on the sym- 
posium on pediatrics: Drs. Edward Press, director of 
Field Service, American Public Health Association, 
New York City, “Control and Treatment of Poisonings 
in Children”; Mary Allen Engle, Cornell Medical 
Center, New York City, “Recent Advances in Pediatric 
Cardiology”; Paul Gyorgy, Philadelphia General 
Hospital, Philadelphia, “Some Current Facts on 
Anemia and Nutrition in Infants” and John Lester 
Reichert, Northwestern University Medical College, 


Chicago, “Modern Management of Problems in the 
Newborn.” 
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Appearing in the section on office diagnosis, thera- 
peutics and pharmacology are Dr. O. F. Rosenow, 
Columbus, Ohio, speaking on “Valuable Diagnostic 
and Therapeutic Hints for the General Practitioner” 
and Dr. John C. Krantz, Jr., University of Maryland 
School of Medicine, whose topic is “An Avalanche of 
New Drugs.” 

The speaker for the section on trauma is Dr. William 
Requarth of the University of Illinois College of Med- 
icine, Chicago, who spoke on “Injuries of Farm, Home 
and Industry.” 

As this magazine went to press there were 22 reg- 
istered technical exhibitors at the Pennsylvania meet- 
ing. 

Earlier this year new officers were installed by the 
Philadelphia chapter. New president is Dr. Thomas 
M. Logan. Dr. B. Wheeler Jenkins was chosen presi- 
dent-elect ; vice president is Dr. Nathan Steinberg and 
secretary-treasurer is Dr. Joseph L. Williams. Two 
new directors were elected; they are Drs. Milton L. 
Kroungold and Ruth M. Platt. 
> Puerto Rico chapter has announced election of offi- 
cers for this year. Recently-installed were Dr. Hector 
M. Sampayo, San Juan, new president-elect, and Dr. 
Anthony Louis Lombardi, Hato Rey, vice president. 

Dr. Fernando Vallecillo, Jr. of Rio Piedras and Dr. 
Ralph J. Lum of Santurce continue in the posts of 
president and secretary-treasurer, respectively. 
> Dr. William A. Johnson of Longview, Wash. is gen- 
eral chairman of Washington chapter’s annual meet- 
ing scheduled for May 11—13 at the Monticello Hotel in 
Longview. 

The chapter’s house of delegates convenes on Sun- 
day, May 10, while the scientific sessions begin on 
Monday, concluding at noon on Wednesday, May 13. 

In charge of the program for the ladies is Mrs. H. D. 
Fritz of Cathlamet, wife of the president, Dr. H. Dewey 
Fritz. Dr. John O. Milligan of Seattle is chairman of the 


scientific commission. 


- » Arizona chapter, along with the Maricopa (Arizona) 


County Medical Society, recently sponsored a one-day 
postgraduate seminar of clinica! medicine at the Hotel 
Westward Ho in Phoenix. 

Held on February 28, the scientific program featured 
six medical authorities. Speakers and their topics were: 
Drs. Milton J. Hoffman, Tulane University in New 
Orleans, “Diagnosis and Treatment of Gynecologic 
Diseases in the Adolescent”; Sheldon C. Siegel, Uni- 
versity of California School of Medicine in Los An- 
geles, “Symptomatic Treatment of Bronchial Asthma 
in Children” and Michael J. Lepore, Columbia Uni- 
versity in New York, ‘‘Medical Evaluation of the Pre- 
operative Surgical Patient.” 

Afternoon speakers were Drs. Leo P. Krall, Joslin 
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can be achieved with 
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henidy! HC! LEDERLE 


Effectively helps restore smooth straight-line function in all forms 


of Parkinsonism. 
Oneof the best available preparations for sustained control of rigidity and minor 
tremors.! Also active against oculogyria and akinesia.? A basic drug for 
beginning treatment in all types of Parkinsonism.!:? 
Continually useful alone or in combination in most cases at any stage. 
Employable at any age.’ 
Gentle in action at therapeutic dosage. One of the drugs least likely 

to produce side effects.* 

Supplied: 2 mg. and 5 mg. TABLETS; ELIXIR, 2 mg. per 5 cc. teaspoonful 
Dosage: 1 mg. first day, gradually increased, according to response, to 
6-10 mg. daily divided in 3 doses at mealtimes. 

1. Doshay, L. J.: M. Clin. North America 40:1401 (Sept.) 1956. 


2. Doshay, L. J.: Current M. Dig. 22:11:49 (Nov.) 1955. 
3. De Jong, R. N.: J. Michigan M. Soc. 57:722 (May) 1958. 
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Clinic and New England Deaconess Hospital at Boston, 
‘Diabetes Mellitus—The When and Why of Oral 
Control” ; Francis M. Forster, University of Wisconsin 
in Madison, “The Management of the Patient With 
Epilepsy” and Walter S. Priest, Northwestern Uni- 
versity School of Medicine in Chicago, “Acute Myo- 
cardial Infarction.” 

Dr. Frank A. Shallenberger, Jr. of Tucson, president 
of the Arizona chapter, presided at a noon lucheon, 
which was scheduled for members and their wives. The 
social program also included a reception for all at- 
tending that evening. 

p Dr. Charles R. Marlowe of Toledo, president of the 
Ohio chapter, has announced the appointment of 
Robert Wilson as executive secretary for that group. 

Mr. Wilson has been a prominent figure in the Ohio 
public relations field for nearly ten years. He is a 
native of Mt. Vernon and a graduate of Ohio Uni- 
versity in Athens. 
> Three medical authorities were the key speakers at 
the recent postgraduate seminar with round-table dis- 
cussions, which was sponsored by the Fresno-Madera- 
Kings (California) chapter. 

Held March 6 in the Hacienda Motel in Fresno, the 
one-day program had as first speaker Dr. Phillip Henne- 
man, associate professor of medicine, Seton Hall Uni- 
versity Medical School, Jersey City, N. J., who spoke 
on “The Practicalities of Metabolic Deficiencies.”’ Dr. 
Francis M. Forster, professor and chairman, Depart- 
ment of Neurology, University of Wisconsin School of 
Medicine, Madison, discussed “Diagnosis and Treat- 
ment of Demyelinating Lesions of the Central Nervous 
System.” 

Third of the program speakers was Dr. Robert F. 
Dickey, director, Department of Dermatology and 
Syphilology, The George F. Geisinger Memorial Hos- 
pital, Danville, Pa. Dr. Dickey’s topic was entitled 
“What Is This Rash?” 

In the afternoon round-table discussions on these 
same topics were scheduled, with guest moderators 
from Fresno. 

A reception for all attending was held that evening. 
There was also a noon luncheon for members and their 
wives. 

In addition, for the wives, there was a morning coffee 
and, following the luncheon, a play review of “The 
Music Man.” 
> For the second year the Indiana chapter has con- 
tinued its campaign to acquaint future physicians with 
the aims and purposes of the Academy, through sub- 
scription offers to GP. 

Last year Indiana’s board of directors decided to 
offer a subscription to GP to all members of the junior 
class of Indiana University School of Medicine, for 50 
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per cent the regular price. The remaining 50 per cent 

was to be paid by the chapter. Drs. Francis L. Land 
and A. Alan Fischer spoke to the class and 41 students 
accepted the offer. 

When 50 per cent of last year’s group renewed their 
subscriptions, it was decided to continue the program. 
Special kits were made up earlier this year by Head- 
quarters containing a sample copy of GP and other 
Academy literature. These kits, together with a letter 
from the Indiana chapter, were distributed again to the 
junior medical class by Dr. Fischer. Fifty-one subscrip- 
tions resulted this year, which was a promising increase 
over the previous record. 
> A special symposium on clinical medicine was pre- 
sented January 12 by the Hennepin County (Minne- 
sota) chapter. It was held at the Leamington Hotel in 
Minneapolis. 

An estimated 200 physicians attended the one-day 
program, centered about a discussion of new methods 
for diagnosis and treatment of patients. 

Luncheon speaker was Dr. Edward M. Litin, con- 
sultant in the section of psychiatry at the Mayo Clinic, 
Rochester. His topic was “The Problem Child— 
Whose Fault?”’. 

Among the other subjects covered during the 
program were rehabilitation of the heart patient, im- 
munization against infectious diseases, antibiotics, 
problems of the aged, leukemia and related diseases 
and hysterectomy. 

Special events were planned for all wives attending 
the symposium. 
> Wisconsin chapter has announced the appointment 
of Mr. Robert H. Herzog of Milwaukee as executive 
secretary. Mr. Herzog’s address is 758 North 27th, 
Milwaukee. 
> The problems of overweight and underweight were 
the focal points of Michigan chapter’s sixth spring 
symposium, held March 4 in the Sheraton-Cadillac 
Hotel in Detroit. 

There were nine scientific speakers on the program, 
who came from as far away as the University of Giessen 
in West Germany. They discussed various phases of 
the twin problems, including anorexogenic agents, 
diethylpropion drug, fallacious food fads, physiology 
of hunger, anorexogenic products and normal nu- 
trition. 

Two question and answer panels were held, one in 
the morning and one in the afternoon, following the 
presentations. 

A noon luncheon and a cocktail reception in the 
evening were held for all those attending the one-day 
program. Special entertainment at the reception was 
provided by Merv Shiner, guitarist, and Lois Kane, 
accordionist. 
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BUILDING 


Food is the source of all body protein . . . the 
primary building material of all living cells . . . 
of enzymes which digest and metabolize food and 
synthesize new body tissue . . . of hormones which 
regulate growth and body functioning . . . of anti- 
bodies which protect from disease . . . even of the 
genes which determine the characteristics of the 
individual. 

The efficiency with which food proteins are 
used depends upon the balance of essential amino 
acids which are simultaneously supplied with 
sufficient calories from fat and carbohydrate. . . 
and with needed minerals and vitamins. Not all 
food proteins, individually consumed, are equally 
well utilized for building body tissues . . . because 
food proteins vary in structure... in their amino 
acid content. However, food proteins are seldom 
eaten individually. Instead, proteins of different 
foods are combined in meals . . . and the amino 
acids in each tend to supplement each other . . . 
as do the other nutrients present. 

In A Guide to Good Eating, the foods in the 
first two groups supply the highest quality pro- 
tein. In amounts listed, about these portions of 
the daily protein allowance are supplied by each 
food group... 


\4 from milk, cheese and ice cream . . . Y3 from the 


A GUIDE TO GOOD EATING — USE DAILy 
DAIRY FOODS 


Sto 4 glasses milk—children e 4 or more glasses— 
teenagers e 2 or more glasses—adults e Cheese, ice 
cream and other milk-made foods can supply part of 
the milk 

MEAT GROUP 
2 or more servings e« Meats, fish, poultry, eggs, or 
cheese—with dry beans, peas, nuts as alternates 


VEGETABLES AND FRUITS 
4 or more servings e Include dark green or yellow 
vegetables; citrus fruit or tomatoes 


BREADS AND CEREALS 
4 or more servings e¢ Enriched or whole-grain added 
milk improves nutritional values 


meat group .. . Y% from vegetables and fruits .. . 
1/7 from breads and cereals. 

When combined in well-prepared meals, foods 
selected from each of these four food groups can 
provide adequate protein . . . while satisfying the 
tastes, appetites and all other nutrient needs of all 
members of the family . . . young and old. 


The nutritional statements made in this adver- 
tisement have been reviewed by the Council on 
Foods and Nutrition of the American Medical 
Association and found consistent with current 
authoritative medical opinion. 


Since 1915... promoting better health 
through nutrition research and education. 


NATIONAL DAIRY COUNCIL 


A non-profit organization 


111 N. Canal Street * Chicago 6, Ill. 
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CONTINUED FROM PAGE 37 


On the Calendar 


*Classified by the Commission on Education as acceptable for post- 
graduate study credits under Category I. Members should report 
actual hours of attendance. Maximum hours listed when avail- 
able. 


*Sep. 9-11. Oregon, Washington, idaho and Montana chapters, 
first northwest regional meeting in conjunction with the 
Sommer Memorial Lectures, Portland, Ore. (15 hrs.) 

*Sep. 16-17. Ohio chapter, annual meeting, Franklin County 
Veterans Memorial, Columbus. (10 hrs.) 

*Sep. 20-22. Wisconsin chapter, annual meeting, Milwaukee 
Auditorium, Milwaukee. (10 hrs.) 

*Sep. 23-24. Mississippi chapter, annual meeting, Hotel Heidel- 
berg, Jackson. (10 hrs.) 

*Sep. 25. American Academy of General Practice, Kansas Uni- 
versity and Lederle Laboratories, Annual Symposium on 
Infectious Diseases, Battenfeld Auditorium, Kansas Uni- 
versity Medical Center, Kansas City, Kan. 

Sep. 26-27. American Academy of General Practice, Annual 
State Officers’ Conference, Hotel Muehlebach, Kansas City, 
Mo. 

*Sep. 27. Massachusetts chapter, annual meeting, Statler-Hilton 
Hotel, Boston. 

*Sep. 27-29. lowa chapter, annual meeting, Savery Hotel, Des 
Moines. 

*Oct. 1-2. Sevth Carolina chapter, annual meeting, Clemson 
House, Clemson. 

Oct. 1-2. Southern Trudeay Society, 45th annual meeting, 
Biloxi, Miss. (9 hrs.) 

. 3. Maine chapter, annual business meeting, Lewiston. 

. 4-7. Texas chapter, annual meeting, Buccaneer Hotel, Gal- 
veston. 

. 12-15. California chapter, annual meeting, Hotel Statler, 
Los Angeles. 

. 14-15. Arkansas chapter, annual meeting, Little Rock. 

. 14-15. Georgia chapter, annual meeting, Manger Hotel, 
Savannah. 

. 19-21. New York chapter, annual meeting, Biltmore Hotel, 
New York City. 

. 20-22. Lovisiana chapter, annual meeting, Baton Rouge. 

. 22-23. Idaho chapter, annual meeting, B.P.O.E. 249 Lodge, 
Moscow. 

. 22-Nov. 4. New York chapter, second scientific program 
cruise to West Indies, 121 day-cruise aboard M. S. Kungs- 
holm, sailing from New York City on Oct. 22. 

. 23-27. American Heart Association, annual meeting and 
scientific sessions, Hotel Bellevue Stratford and Trade 
and Convention Center, Philadelphia. 

. 28-29. Minnesota chapter, annual meeting, Hotel Leaming- 
ton, Minneapolis. 

. 2-5. Interstate Postgraduate Medical Association of North 
America, annual meeting, Chicago. 

. 7-8. Missouri chapter, annual meeting, Chase Hotel, St. 
Louis. 

*Nov. 9-12. Mlinois chapter, annual meeting, Morrison Hotel, 
Chicago. 

“Nov. 10-12. Michigan chapter, annual meeting, Sheraton Cadillac 
Hotel, Detroit. 

Nov. 16-19. Southern Meaical Association, 53rd annual meet- 
ing, Atlanta, Ga. 
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*Nov. 20-21. Nerth Dakota chapter, annual meeting, Lewis and 
Clark Hotel, Mandan. 

Dec. 1-4. American Medical Association, 1959 clinical meet- 
ing, Dallas, Tex. 

*Mar. 21-24, 1960. American Academy of General Practice, 12th 
Annual Scientific Assembly, Convention Hall, Philadelphia. 

*May 12-15, 1960. Virginia chapter, annual meeting, Convention 
Center and The Cavalier Hotel, Virginia Beach. 

*Sep. 23, 1960. American Academy of General Practice, Kansas 
University and Lederle Laboratories, Annual Symposium on 
Infectious Diseases, Battenfeld Auditorium, Kansas Uni- 
versity Medical Center, Kansas City, Kan 

Sep. 24-25, 1960. American Academy of General Practice, 


Annual AAGP Meetings 


Annual Scientific Assembly 
Mar. 21-24, 1960. Convention Hall, Philadelphia. 
Apr. 17-20, 1961. Miami Beach Auditorium, Miami Beach, 
Fla. 


Annual Symposium on Infectious Diseases 
Sep. 25, 1959. Battenfeld Auditorium, Kansas City, Kan. 
Sep. 23, 1960. Battenfeld Auditorium, Kansas City, Kan. 
Sep. 15, 1961. Battenfeld Auditorium, Kansas City, Kan. 


Annval State Officers’ Conference 
Sep. 26-27, 1959. Hotel Muehlebach, Sines City, Mo. 
Sep. 24-25, 1960. Hotel Muehlebach, Kansas City, Mo. 
Sep. 16-17, 1961. Hotel Muehlebach, Kansas City, Mo. 


Maryland Prexies in TV Performance—Three past presidents and 
the current president of the Maryland chapter were guests on a 
TV panel recently, entitled “Your Family Doctor.” Sponsored by 
the Baltimore City Health Department with the Medical and 
Chirurgical Faculty of Maryland, the weekly 15-minute series has 
just celebrated ten years of continuous production. The oldest con- 
tinuous medical series on television, the show has won considerable 
acclaim. The Academy members appeared on the 518th program 
over WMAR-TV. Shown left to right they are Drs. Lauriston L. 
Keown, Charles F. O'Donnell, Nathan Needle, all past presidents; 
President J. Roy Guyther atd the moderator, Mr. Robert M. Keller. 
This program stressed to the public the advantages of having a 
family physician. 
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To add life to years—not merely years to life . . . Niatric sharpens mental acuity 
and promotes a return to more normal social and physical activity for your aged patients. 

In the Old Age Syndrome . . . Niatric relieves confusion, forgetfulness, irritability, depression and 
apathy — the penalties of advancing age. 


e Niatric improves respiration and cerebral function 
e Niatric improves circulation 


Niatric contains: Each Tablet: 5 cc. Elixir: e N iatric protects capillary integ rity 

Pentylenetetrazol 100 mg. 100 mg. H H 

e Niairic prevents brain tissue hypoxia 

Ascorbic Acid 100 me. 100 mg. 

15% Send now for samples and literature... 
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In RECENT YEARS, Congress has become increasingly 
concerned about the nation’s health. The number of 
bills on this subject has swelled each session. To date, 
for example, more than 300 measures have been intro- 
duced in the House and Senate dealing with various 
aspects of health and medicine, more than twice the 
number at a similar stage of Congress eight years ago. 

Some bills are of direct interest to physicians, that 
don’t deal specifically with health, medicine, or allied 
fields. An example is the House-passed bill that would 
allow self-employed persons, such as physicians and 
dentists, to defer taxes on money placed in retirement 
or pension funds. On the other hand, there is legisla- 
tion that could have a sweeping impact on the profes- 
sion as a whole, such as the bill to provide hospital and 
other care to the aged through the social security 
system. 

It is important to remember in keeping tabs on 
measures in Congress that legislation “stays alive” 
throughout the entire two-year term of Congress. 
Thus, if the lawmakers don’t get around to passing a 
bill this session, it could still be acted on next year 
without being reintroduced or requiring another 
round of hearings. 

Passage of a measure by either House or Senate, 
while a big step forward, doesn’t necessarily assure 
that the legislation will come up for a vote in the other 
chamber. For example, the normal procedure is to ship 
a House-passed bill to the Senate committee that has 
jurisdiction over the subject. If the Senate committee 
either doesn’t hold hearings or turns the legislation 
down, the action usually kills the bill, though under 
special circumstances the House-approved measure 
could be brought up directly. This happens rarely. 

The Senate Finance Committee headed ‘by Senator 
Harry Byrd (D-Va.) last year didn’t hold hearings on 
the self-employed-retirement bill after it had cleared 
the House. Byrd felt that it was too late in the session. 
However, the Senator agreed to hold sessions on the 


GP May 1959 


The AMA Washington Report highlights 
legislative activity of interest to physicians. 

Prepared exclusively for GP by the AMA’s Washington Office, 
this monthly feature presents a running box score 

of important legislative action. 


AMA Washington Report 


measure this year after the House easily approved it in 
the early days of the current session. 

If the bill, authored by Representative Eugene 
Keogh (D-N.Y.), for some reason is held up this year, 
the status would be the same when Congress recon- 
venes—that is, it would still be approved by the House 
and up for consideration—before the Senate or the 
Senate Finance Committee. The House would not have 
to approve it again. 

Often sponsors of legislation purposely delay bills or 
try to speed them, depending upon how they figure an 
election-year Congress will react. Next year will be an 
election year, and lawmakers nearing campaign time 
must be doubly alert to the political effect of their 
votes on major and controversial issues. 

Other timing factors enter. The issue of government 
spending and economy is a big one now. Perhaps next 
year it won’t be as important. 

The controversial bill that would use the social se- 
curity system to provide hospitalization and surgical 
services as well as nursing home care to elderly persons 
still hadn’t been scheduled for hearings before the 
House Ways and Means Committee as Congress 
reached the mid-way mark of the session. 

Under the Constitution, the House of Representa- 
tives must originate revenue and tax legislation, and 
the above measure, sponsored by Representative Aime 
Forand (D-R.I.), calls for increasing social security 
payroll taxes. 

The reason the Ways and Means Committee is one 
of the most powerful (some say the most powerful) in 
Congress is that it handles tax matters. If tax legisla- 
tion, therefore, is blocked in the committee there is 
little, if any chance, of it getting out of Congress. A 
Senate Committee could not take up the Forand bill 
and act on it, for example, unless the measure already 
had been approved by the House. That is why there is 
no Senate consideration of this type of legislation now. 
Despite the lack of action on this measure so far, 


259 


? 
\ 
\ 
i! 
| 
if 
4 


there has been a key development. The Department of 
Health, Education and Welfare compiled a 117-page 
document for the Ways and Means Committee on how 
much various proposals for medical care for the aged 
might cost the taxpayers. 

The report, requested by the committee last year, 
estimated that a Forand-type bill would cost at least $1 
billion annually and probably considerably more. The 
administration took no position, pro or con, on the 
issue, but HEW Secretary Arthur S. Flemming said the 
matter was being studied and recommendations might 
be forthcoming some time this year. 

The American Medical Association and other 
groups have opposed the bill on grounds that it puts 
the government too far into medicine. They have pro- 
posed instead expanded use of private plans. 

Ways and Means Committee Chairman Wilbur Mills 
(D-Ark.) had no comment on the HEW report, and 
gave no indication when or if he would schedule hear- 
ings on the Forand measure. Even if sessions aren’t 
held this year, however, this wouldn’t rule out the 
possibility for next session. 

During the lull of activity on the Forand and Keogh 
bills, another issue has come to the forefront in Con- 
gress that is of widespread interest to the medical 
profession—health insurance for federal workers. 

Not only would an estimated 1.8 million civilian 
federal workers and their 2.7 million dependents be 
covered by such a program, but the plan, if enacted, 
could prove a standard for other organizations to fol- 
low. State governments, for one, might be inclined to 
copy the terms. 

The Administration proposed its own program at 
the opening hearing before a Senate Post Office and 
Civil Service Subcommittee headed by Richard Neu- 
berger (D-Ore.). The plan put forth by the Civil Serv- 
ice Commission differed in many respects from that 
backed by Senator Olin Johnston (D-S.C.), chairman 
of the full committee. However, both would be volun- 
tary and provide for contracts with private companies. 
Some lawmakers have contended that the government 
should operate and finance the plan on its own, but 
there appeared little chance such proposals would be 
seriously considered this session. 

The Administration recommended both basic and 
catastrophic coverage with deductible features and a 
$15,000 ceiling on major medical coverage. Though 
the government would put up one-third of the cost of 
the insurance under the plan, officials indicated they 
would accept a 50-50 ratio. The Johnston measure 
calls for the government to pay two-thirds of the cost. 

There is strong pressure on Congress to okay some 
sort of health insurance plan for government workers 


260 


similar to those now used in private industry. Little 
disagreement exists about the desirability, but in the 
past the proposals have foundered on disputes about 
the mechanics of the program. One area of controversy 
now is whether retired employees should be covered. 
They would be under the Johnston bill, but presently- 
retired workers would not be included under the Ad- 
ministration’s recommendation. 


Other Washington Developments 


RapiaTion: Chairman Lister Hill (D-Ala.) of the 
Senate Labor and Public Welfare Committee intro- 
duced a bill (S 1628) that would transfer responsibility 
for radiation protection and research from the Atomic 
Energy Commission to the Public Health Service. The 
lawmaker said he would hold hearings on the issue this 
year. Many Congressmen have been urging this trans- 
fer on grounds that the AEC, as the agency that han- 
dies testing of nuclear weapons, should not also be 
responsible for the public safety aspects of radio- 
activity. 

Mepicat ResgarcuH: In recent years, Congress has 
been generous with federal funds for medical research, 
and gives every indication of following suit this session. 
Representative John Fogarty (D-R.L.), chairman of the 
House Appropriations Subcommittee on Health and 
Labor, took issue with the Administration’s budget re- 
quest of $294,279,000 for medical research. This sum, 
he told HEW Secretary Arthur S. Flemming at a hear- 
ing, “does not represent anywhere near what I think 
the progress should be.” 

Water Pot.ution: This is another popular measure 
in Congress. Despite Administration economy objec- 
tions there is powerful support for expanding the pro- 
gram of federal grants for sewage disposal plants and 
water pollution control. The House Public Works 
Committee approved a bill (HR 3610) authorizing a 
ten-year, $1 billion program, double the size of the 
existing program. 

MepicaL ScHoots: Congress may wait until next 
year to consider expansion of federal aid to medical 
schools. A special committee appointed by U.S. 
Surgeon General Leroy E. Burney is not slated to make 
a final report until the end of August on medical man- 
power and medical school needs. The report is design- 
ed to serve as the basis of hearings by the House Inter- 
state and Foreign Commerce Committee. However, 
Congress usually adjourns by the end of August, and 
it is unlikely sessions will be held this year. Some law- 
makers have been urging federal assistance for class- 
rooms and laboratory construction as well as for re- 
search facilities. 
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